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PREFACE 


PHILOSOPHY 


Therapeutic work with families is a recent scientific phenomenon but an ancient art. 
Throughout human history, designated persons in all cultures have helped couples and 
families cope, adjust, and grow. In the United States, the interest in assisting families 
within a healing context began in the 20th century and continues into the 21st. Family life 
has always been of interest, but because of economic, social, political, and spiritual val- 
ues, outsiders made little direct intervention, except for social work, into ways of helping 
family functioning until the 1950s. Now, there are literally thousands of professionals who 
focus their attention and skills on improving family dynamics and relationships. 

In examining how professionals work to assist families, the reader should keep in 
mind that there are as many ways of offering help as there are kinds of families. How- 
ever, the most widely recognized methods are counseling, therapy, educational enrich- 
ment, and prevention. The general umbrella term for remediation work with families is 
Jamily therapy. This concept includes the type of work done by family professionals who 
identify themselves by different titles, including marriage and family therapists, licensed 
professional counselors, psychologists, psychiatrists, social workers, psychiatric nurses, 
pastoral counselors, and clergy. 

Family therapy is not a perfect term; it is bandied about by a number of professional 
associations, such as the American Association for Marriage and Family Therapy (AAMFT), 
the American Counseling Association (ACA), the American Psychological Association 
(APA), and the National Association of Social Workers (NASW). Physicians who treat 
families also debate this term. As doctors, are they “family therapists,” or, because they 
are engaged in the practice of medicine, are they “family medical specialists”? For pur- 
poses of this book, the generic term family therapy is used because of its wide accept- 
ance among the public and professionals who engage in the practice of helping families. 
Within this term, some aspects of educational enrichment and prevention are included. 


ORGANIZATION 


As a comprehensive text, this book focuses on multiple aspects of family therapy. 

Part 1 introduces the reader to the foundations on which family therapy is built, 
such as general systems theory, and the history of the profession. It also acquaints readers 
with various types of families and family forms (e.g., nuclear, single parent, blended), 
characteristics of healthy and dysfunctional families, and cultural as well as ethical and 
legal considerations in working with families. 

Part 2 examines the main theoretical approaches to working therapeutically with 
couples and families. For couples, these theories are behavioral couple therapy (BCT), 
cognitive-behavioral couple therapy (CBCT), and emotionally focused therapy (EFT). For 
families, major theories are psychodynamic, Bowen (or transgenerational), experiential 
(including feminist), behavioral, cognitive-behavioral, structural, strategic, solution- 
focused, and narrative approaches. Each theoretical chapter emphasizes the major 
theorist(s) of the approach, premises, techniques, process, outcome, and unique aspects of 
the theory, and a comparison with other approaches. Case illustrations are also provided. 
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Part 3 covers professional issues and research in family therapy, with a chapter spe- 
cifically about working with substance-related disorders, domestic violence, and child 
abuse and another chapter on research and assessment in family therapy. This part of the 
book is the briefest, but it is also meaty in focusing on issues that are relevant to society 
and to the health and well-being of people and the profession. 

As you read, consider Miller’s (1990) four-level pyramid of clinical competence. 
In this conceptualization, the base of the pyramid is built on factual knowledge gained 
by reading and studying didactic information. One level up is “knows how,” or the 
ability to apply the knowledge gained on the previous level. On top of that level is 
“shows how,” which is represented by the person’s ability to act appropriately in a 
practical or simulated situation. At the top of the pyramid is the “does” level, which is 
actual clinical work in regular practice (Miller, 2010). The present text can be consid- 
ered as the base of the pyramid, with exercises to help you begin to reach the second 
and third levels, so that with advanced training you will be able to function effectively 
at the final level. 


NEW TO THIS EDITION 


The sixth edition of Family Therapy is considerably different from the fifth edition. High- 
lights of the differences are as follows: 


e First, the organization of the book is different. There are now 15 instead of 17 chapters, 
which makes the book more suitable for a semester-based class. 

Second, to make the chapters better focused for the reader and more user-friendly, 
learning objectives are place at the beginning of each chapter, specifically a “chap- 
ter overview” and an “as you read consider” section. 

Third, the book has three new chapters and much fresh material. The second chap- 
ter is new and focuses on the theoretical context of family therapy. It highlights the 
importance of understanding general systems theory, cybernetics, individual and 
family developmental life cycles, and the most prevalent factors leading families to 
seek counseling over time. In addition, the chapter on healthy and dysfunctional 
families now covers types of families, as well as functionality. Furthermore, what 
were formerly separate chapters on working with single-parent families and blended 
families have been combined because of the overlap and the many similarities in 


treatment related to them. Finally, the ethical codes of the American Association for 

Marriage and Family Therapy and the International Association for Marriage and 

Family Counselors (AMFC) have been eliminated, since they are easily accessible 

online and are subject to change. 

Fourth, while the three-part format of the book has been kept, the content in 

these sections has changed in order to better lead the reader developmentally 

into understanding the field of family therapy. Specifically, the chapter on the 
history of family therapy has been moved into the first section of the book as 

Chapter 1. 

° Fifth, a dozen new illustrations have been added to the text to visually enhance the 

concepts that are described in words. These illustrations are original drawings by 

Lindsay Berg, a graduate of the counseling program at Wake Forest University and 

my graduate assistant while this book was being revised. 

Sixth, while relevant and classic citations have been kept, less-important or dated 

references have been deleted. In addition, over 175 new sources have been 

added. 

e Seventh, a chart giving models of family therapy that highlights the main points of 
the family therapeutic approaches covered in the book has been added as an 
appendix. This reference should be useful in helping readers to quickly grasp the 
essentials of these theories. 


Overall, the sixth edition of Family Therapy is a much different text than its pre- 
decessors. It is more developmental, better illustrated, and a more reflective book 
while not sacrificing content or scholarship. There is an emphasis on both the reader’s 
family of origin and families he or she will work with. Overall, the sixth edition of 
Family Therapy takes a broader and more progressive approach to treating families 
while remaining rich in covering theories and ways of preventing families from becom- 
ing dysfunctional. 


A PERSONAL NOTE 


In undertaking the writing of this work, I have been informed not only by massive 
amounts of reading in the rapidly growing field of family therapy, but also by my experi- 
ences during the last 40 years of therapeutically working with families. Both my family of 
origin and current family of procreation have influenced me as well. In addition, as a 
member of both the American Association for Marriage and Family Therapy and the Inter- 
national Association for Marriage and Family Counselors, I have tried to view families and 
family therapy from the broadest base possible. Readers should find information in this 
work that will help them gain a clear perspective on the field of family therapy and those 
involved with it. 

Like the authors of most books, I truly hope that you as a reader enjoy and benefit 
from the contents of this text. It is my wish that when you complete your reading, you 
will have gained a greater knowledge of family therapy, including aspects of prevention, 
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enrichment, and therapy that affect you personally as well as professionally. If such is the 
case, then you will have benefited and possibly changed. I, as an author, will have 
accomplished the task that I set out to do. 
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PROLOGUE 


“In 2004, 56.9 million people were seen by marriage and family therapists. This repre- 
sents 19% of the entire U.S. population. Additionally, 9.4 million couples and 6.6 million 
families were seen by MFTs, which represents 16% of U.S. couples and 9% of families. It 
is estimated $338 million was spent on MFT services in that year” (Northey, 2004, p. 14). 
Although the numbers have changed, the current percentage of people who seek help for 
marriage, couple, and family therapy is about the same. 

Despite these surprising and somewhat staggering statistics, the practice of family 
therapy is relatively new, “dating back only a few decades” (Sayger, Homrich, & Horne, 
2000, p. 12). As discussed in this text, its theoretical and clinical beginnings were ham- 
mered out from the 1940s through the 1960s, while its real growth as a respected form of 
therapy occurred from the 1970s through the early part of 21st century (Doherty & Simmons, 
1996; Kaslow, 1991; Northey, 2002). 

Family therapy differs from individual and group counseling in both its emphasis 
and its clientele (Hines, 1988; Trotzer, 1988). For example, individual counseling gener- 
ally focuses on a person as if the problems and resolutions for those difficulties lie within 
him or her. It is intrapersonal. Group counseling is more interpersonal and includes a 
number of individuals. However, it usually concentrates on helping people resolve select 
issues in life through multiple inputs and examples that group members and the group 
therapist offer. On the other hand, family therapy concentrates on making changes in 
total life systems. It is simultaneously intrapersonal, interpersonal, and systems focused. 
Family therapy focuses on the relational and communication processes of families in 
order to work through clinical problems, even though only one member of the family 
may display overt psychiatric symptoms (Broderick & Weston, 2009). “The power of fam- 
ily therapy derives from bringing parents and children together to transform their interac- 
tions” (Nichols, 2013, p. 7). 

The rise of family therapy as a practice and, subsequently, as a profession closely 
followed dramatic changes in the form, composition, and structure of the American fam- 
ily. These variations were a result of the family’s shift from a primarily nuclear unit to a 
complex and varied institution, involving single parents, blended families, and dual-career 
families (Pickens, 1997). Family therapy has also been connected to the influence of crea- 
tive, innovative, and assertive mental health practitioners who devised and advocated 
new ways of providing services to their clients (Nichols, 1993). 

Although some of the theories and methods employed in family therapy are similar 
to those used in other settings, many are different. 


THE RATIONALE FOR FAMILY THERAPY 


The rationale for working with families instead of individuals is multidimensional. One 
reason for conducting family therapy is the belief that most life difficulties arise and can 
best be addressed within families. Families are seen as powerful forces that work for 
either the good or the detriment of their members. Because an interconnectedness exists 
among family members, the actions of the members affect the health or dysfunction of 
each individual and the family as a whole. 


Prologue 


Another reason for working therapeutically with families is the proven effectiveness 
of such treatment. In a landmark issue of the Journal of Marital and Family Therapy 
edited by William Pinsof and Lyman Wynne (1995), a meta-analysis was conducted on 
more than 250 studies. The results showed that various forms of family therapy worked 
better than no treatment at all, and no study showed negative or destructive effects. In 
addition, family and couple therapy had a positive effect in treating such disorders as 
adult schizophrenia, adult alcoholism and drug abuse, depression in women who were in 
distressed marriage, adult hypertension, dementia, adult obesity, adolescent drug abuse, 
anorexia in young female adolescents, childhood conduct disorders, aggression and non- 
compliance in children with attention-deficit disorders, childhood autism, chronic physi- 
cal illnesses in adults and children, and couple distress and conflict. While couple and 
family therapy was not in itself sufficient to treat a number of severe and chronic mental 
disorders—for example, unipolar and bipolar affective disorders—it “significantly 
enhances the treatment packages for these disorders” (Pinsof & Wynne, 2000, p. 2). 

Sprenkle (2002, 2012) followed up with two research reviews of couple and family 
therapy in the Journal of Marital and Family Therapy, covering additional 12 years of 
studies. Like the landmark 1995 compilation of research, these two later quantitative 
studies found strong support for the effectiveness of couple and family therapy and sys- 
temic treatment in such areas as adolescent substance abuse, childhood and adolescent 
anxiety disorders, adolescent anorexia nervosa, adult alcoholism, and moderate and 
severe couples discord. 

A final rationale for family therapy concerns client satisfaction. In a national survey 
of family therapists and their clients, Doherty and Simmons (1996) found that greater than 
97% of clients were satisfied with the services they received from marriage and family 
therapists and rated these services good to excellent. An equally large percentage of cli- 
ents reported that the services they received from marriage and family therapists helped 
them deal more effectively with their problems; that is, they got the help they wanted. 

Given the nature and origin of family troubles, as well as the effectiveness of and 
satisfaction with forms of family therapy, it is little wonder that this form of treatment has 
gained and is continuing to achieve recognition and status in the mental health field. 


REASONS FOR WORKING WITH FAMILIES AS OPPOSED 
TO WORKING WITH INDIVIDUALS 


Besides the rationale for family therapy, there are advantages to working with entire 
families as a unit rather than just the individuals within them. First, family therapy allows 
practitioners to “see causation as circular as well as, at times, linear” (Fishman, 1988, p. 5). 
This view enables clinicians to examine events broadly and in light of their complexity. It 
keeps therapists from being overly simplistic when offering help to those with whom 
they work. For example, a circular view of the problem of anorexia nervosa considers the 
friction within the whole family, especially the couple relationship. The inward and out- 
ward social pressures on the young person displaying obvious symptoms of the disorder 
are examined but in a much broader interactive context. 

Second, family therapy involves other real, significant individuals as a part of the 
process. There are no surrogate substitutes or “empty chairs” who act as significant peo- 
ple in a client’s life. Instead, therapists deal directly with the family members involved. In 
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other words, most family therapy does not depend on role-plays or simulations. There- 
fore, if a young man is having difficulty with his parents or siblings, he is able to address 
them in person as he strives toward resolution. This type of emphasis usually cuts to the 
reality of a situation more quickly and more efficiently than indirect methods. 

Third, in family therapy, all members of a family are given the same message simul- 
taneously. They are challenged to work on issues together. This approach eliminates 
secrets and essentially makes the covert overt. This results in an increase in openness and 
communication within the family. If a couple is fighting, the issues over which there is 
tension are discussed within the family context. Family members become aware of what 
is involved in the situation. They deal with conflict directly. They also have the opportu- 
nity to generate ideas on what might be most helpful in bringing their situation to a suc- 
cessful resolution. 

Fourth, family therapy usually takes less time than individual counseling and has 
proven to be “substantially more cost-effective than individual or ‘mixed’ psychotherapy” 
(Crane & Payne, 2011, p. 273). Many family therapists report that the length of time they 
are engaged in working with a family can be as brief as from 1 to 10 sessions (Fishman, 
1988; Gilbert & Shmukler, 1997). Some family therapy approaches, notably those con- 
nected with strategic, structural, and solution-focused family therapy, emphasize contract- 
ing with client families for limited amounts of time (usually no more than 10 sessions). 
The stress on time is motivational for therapists and families because it tends to maximize 
their energy and innovation for creating resolutions. 

Fifth, the approaches utilized in working with families focus much more on interper- 
sonal than on of intrapersonal factors. This type of difference is comparable with seeing the 
forest instead of just the trees. The larger scope by which family therapy examines prob- 
lematic behavior enables practitioners to find more unique ways to address difficulties. 

Having examined the reasons for using family therapy as opposed to individual 
therapy, it is important to understand how it developed. This book explores the develop- 
ment of the profession, the process of working with families, the nature of different types 
of families, the multiple theories associated with the practice of family therapy, ethical 
and legal issues in practice, special issues families have, and research and assessment 
approaches in family therapy. It begins with an overview of the history and development 
of family therapy and events and people that have shaped it through the decades. 


PART 


Foundations of 
Family Therapy 


CHAPTER 1 


Family Therapy over 
the Years 


In the lighting of candles and exchanging of vows 
we are united as husband and wife. 
In the holiday periods of nonstop visits 
we are linked again briefly to our roots. 
Out of crises and the mundane 
we celebrate life 
appreciating the novel 
and accepting the routine 
as we meet each other anew 
amid ancestral histories and current reflections. 


Families are a weaver’s dream 
with unique threads from the past 
that are intertwined with the present 
to form a colorful tapestry 
of relationships in time. 


Gladding, 1991a 


CHAPTER OVERVIEW 

From reading this chapter, you will learn about 

m How family therapy has developed over the decades in an evolutionary and 
revolutionary way. 

m What major factors and personalities have propelled family therapy into a profession. 

m What recent trends have influenced the growth and development of family therapy. 

As you read, consider 

m What personal or development event in the history of family therapy you consider 
most significant, radical, or inevitable and why. 
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m How the change in a family is like that of a profession and how such change is 
different. 

m The impact of change and new developments on the lives of family therapists and 
family therapy. 

m What trends you see in society that you think will influence the future development 
of family therapy. 


way it is an extension of the attempt by people throughout history to cure emo- 

tional suffering. “Over 2,000 years ago the first written accounts of an integrative 
system of treating mental illness were recorded” (Kottler, 1991, p. 34). Prehistoric records 
indicate that systematic attempts at helping were prevalent even before that time. Family 
members throughout history have tried to be of assistance to each other. This help ini- 
tially took two forms: 


F therapy is one of the newest forms of professional helping. In an evolutionary 


1. Elders gave younger members of family clans and tribes advice on interpersonal 
relationships. 

2. Adult members of these social units took care of the very young and the very old 
(Strong, DeVault, & Cohen, 2008). 


However, despite a long history, as a profession family therapy is relatively recent in 
its formal development. Multiple events and personalities, some of them revolutionary in 
nature, have influenced and shaped the profession (AAMFT, 2010). Although all of the 
facts and personalities mentioned here had some impact on the growth of the field, some 
have been more pivotal than others. The exact importance of particular places, people, 
and actions sometimes changes in scope and magnitude according to who is recounting 
events. The order in which these developments occurred, however, can be charted chron- 
ologically. Some past facts and figures stand out regardless of one’s historical orientation. 


INHIBITORS OF THE DEVELOPMENT OF FAMILY THERAPY 


Prior to the 1940s, family therapy in the United States had not evolved much beyond 
advice giving. It was almost a nonentity. Three social influences contributed to this phe- 
nomenon. The first involved myth and perception. The myth of rugged individualism 
was the predominant deterrent to the genesis of family therapy. Healthy people were 
seen as adequate to handle their own problems. Rugged individualism stemmed from the 
settling of the United States, especially the American West. Individuals were expected to 
solve their own problems if they were to survive. Intertwined with this myth was the 
perception, handed down from the Puritans and other religious groups, that those who 
prospered were ordained by God (Strong, DeVault, & Cohen, 2008). To admit one had 
difficulties, either inside or outside of a family context, was to also admit that one was 
not among the elect in addition to not being among the strong and rugged esteemed by 
the dominant culture. 

A second social factor that deterred the development of family therapy was tradi- 
tion. Historically, people usually confided with clergy, lawyers, and doctors, rather than 
with mental health professionals, when they discussed their marital and family concerns. 
These professionals knew the families in question well because they usually lived with 
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them in a shared community over many years. Seeking advice and counsel from these 
individuals was different from talking to a professional specialist. 

A third factor that prevented family therapy from evolving much before the 1940s 
was the theoretical emphases of the times. The major psychological theories in the United 
States in the early part of the 20th century were psychoanalysis and behaviorism. Both 
were philosophically and pragmatically opposed to dealing with more than individual con- 
cerns. Proponents of psychoanalysis, for instance, believed that dealing with more than 
one person at a time in therapy would contaminate the transference process and prevent 
depth analysis from occurring. Likewise, behaviorists stressed straightforward work with 
clients, usually in the form of conditioning and counterconditioning. The social and politi- 
cal climate required for family therapy to develop and grow was almost nonexistent. 


CATALYSTS FOR THE GROWTH OF FAMILY THERAPY 


Despite this inhospitable environment, four factors combined, sometimes in explosive 
and surprising ways, to make family therapy accepted and eventually popular. The first 
was the growth of the number of women enrolled in colleges and their demand for 
courses in family life education (Broderick & Schrader, 1991). Educators from a number 
of disciplines responded to this need in groundbreaking ways. Among the most note- 
worthy was Ernest Groves (1877-1946), who taught courses on parenting and family liv- 
ing at Boston University and the University of North Carolina. Groves wrote the first 
college text on marriage, simply entitled Marriage, in 1933. His writings also appeared in 
popular periodicals of the day, such as Look, Good Housekeeping, and Parents Magazine 
(Dail & Jewson, 1986; Rubin 2008). Later Groves became instrumental in founding the 
American Association of Marriage Counselors (AAMC) in 1942 (Broderick & 
Schrader, 1991) and in establishing what is now the Groves Conference to study the 
impact of globalization on families (Rubin, 2008). 

The second event that set the stage for the development and growth of family 
therapy was the initial establishment of marriage counseling. In New York City, Abraham 
Stone (1890-1959) and Hannah Stone (1894-1941) were among the leading advocates 
for and practitioners of marriage counseling in the late 1920s and 1930s. Emily Mudd 
(1898-1998) began the Marriage Council of Philadelphia in 1932, which was devoted to a 
similar endeavor. In California, Paul Popenoe (1888-1979) established the American Insti- 
tute of Family Relations, which was in essence his private practice. Popenoe introduced 
the term marriage counseling into the English language. He popularized the profession 
of marriage counseling by writing a monthly article, “Can This Marriage Be Saved?” in the 
Ladies Home Journal—a feature that began in 1945 and continues today. 

A third stimulus and initiative in the genesis of family counseling was the founding 
of the National Council on Family Relations in 1938 and the establishment of its journal, 
Marriage and Family Living, in 1939. This association promoted research-based knowl- 
edge about family life throughout the United States. Through its pioneer efforts and those 
of the American Home Economics Association, information about aspects of family life 
were observed, recorded, and presented. 

The fourth favorable and unexpected event that helped launch family therapy as a 
profession was the work of county home extension agents. These agents began working 
educationally with families in the 1920s and 1930s and helped those they encountered to 
better understand the dynamics of their family situations. Some of the ideas and advice 
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offered by agents were advocated by Alfred Adler, who developed a practical approach 
for working with families that became widespread in the United States in the 1930s 
(Dinkmeyer, Dinkmeyer, & Sperry, 2000; Sherman, 1999). 


Family Therapy: 1940 to 1949 


Several important and robust events took place in the 1940s that had a lasting impact on the 
field of family therapy. One of the most important was the establishment of an association 
for professionals working with couples. As mentioned earlier, the AAMC was formed in 1942 
by Ernest Groves and others. Its purpose was to help professionals network with one another 
in regard to the theory and practice of marriage counseling. It also devised standards for the 
practice of this specialty. With the founding of the AAMC, professionals with an interest in 
working with couples had a group with whom they could affiliate and exchange ideas. 

A second landmark event of the 1940s was the publication of the first account of 
concurrent marital therapy by Bela Mittleman (1948) of the New York Psychoanalytic 
Institute. Mittleman’s position stressed the importance of object relations in couple rela- 
tionships. It was a radical departure from the previously held intrapsychic point of view. 

A third significant focus during the 1940s was the study of families of individuals 
suffering from schizophrenia. One of the early pioneers in this area was Theodore Lidz 
(1910-2001), who published a survey of 50 families. He found that the majority of schizo- 
phrenics came from broken homes and/or had seriously disturbed family relationships 
(Lidz & Lidz, 1949). Lidz later introduced into the family therapy literature the concepts of 
schism, the division of the family into two antagonistic and competing groups, and 
skew, whereby one partner in the marriage dominates the family to a striking degree as 
a result of serious personality disorder in at least one of the partners. Now a new lan- 
guage, specific to working with families, was developing. 

The final factor that influenced family counseling in the 1940s was the upheaval of 
World War II and its aftermath. The events of the war brought considerable stress to millions 
of families in the United States. Many men were separated from their families because of 
war duty. Numerous women went to work in factories. Deaths and disabilities of loved 
ones added further pain and suffering. A need to work with families experiencing trauma 
and change became apparent. To help meet mental health needs, the National Mental 
Health Act of 1946 was passed by Congress. “This legislation authorized funds for 
research, demonstration, training, and assistance to states in the use of the most effective 
methods of prevention, diagnosis, and treatment of mental health disorders” (Hershenson 
& Power, 1987, p. 11). Mental health work with families would eventually be funded 
under this act and lead to new research, techniques, and professions. 


Family Reflection: Prior to 1950 most of what would become family therapy was formulated on 
studying troubled marriages and families with a disturbed or distraught member. Imagine that 
instead family therapy had been based on researching healthy or culturally unique families. Had 
that been the case, how do you think it would have developed? 


Family Therapy: 1950 to 1959 


Some family therapy historians consider the 1950s to be the genesis of the movement 
(Guerin, 1976). Landmark events in the development of family therapy in the 1950s centered 
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more on individual, often charismatic, leaders than on organizations because of the diffi- 
culty of launching this therapeutic approach in the face of well-established opposition 
groups, such as psychiatrists. 


IMPORTANT PERSONALITIES IN FAMILY THERAPY IN THE 1950s A number of creative, 
strong, and insightful professionals contributed to the interdisciplinary underpinnings of 
family therapy in the 1950s (Shields, Wynne, McDaniel, & Gawinski, 1994). Each, in his 
or her way, contributed to the conceptual and clinical vitality, as well as to the growth, of 
the field. 

Nathan Ackerman (1908-1971) was one of the most significant personalities of the 
decade. Although he advocated treating the family from a systems perspective as early as 
the 1930s (Ackerman, 1938), it was not until the 1950s that Ackerman became well known 
and prominent. His strong belief in working with families and his persistently high energy 
influenced leading psychoanalytically trained psychiatrists to explore the area of family 
therapy. An example of this impact can be seen in Ackerman’s book The Psychodynamics 
of Family Life (1958), in which he urged psychiatrists to go beyond understanding the 
role of family dynamics in the etiology of mental illness and begin treating client mental 
disorders in light of family process dynamics. To demonstrate that his revolutionary ideas 
were workable, he set up a practice in New York City, where he could show his ideas 
had merit through pointing out results in case examples. 

Another influential figure was Gregory Bateson (1904-1980) in Palo Alto, California. 
Bateson, like many researchers of the 1950s, was interested in communication patterns in 
families with individuals who had been diagnosed with schizophrenia. He obtained several 
government grants for study, and, with Jay Haley, John Weakland, and eventually Don Jack- 
son, Bateson formulated a novel, controversial, and powerful theory of dysfunctional com- 
munication called the double-bind (Bateson, Jackson, Haley, & Weakland, 1956). This 
theory states that two seemingly contradictory messages may exist on different levels and 
lead to confusion, if not schizophrenic behavior, on the part of some individuals. For exam- 
ple, a person may receive the message to “act boldly and be careful.” Such communication 
leads to ignoring one message and obeying the other, or to a type of stressful behavioral 
paralysis in which one does nothing because it is unclear which message to follow and how. 

Bateson left the field of family research in the early 1960s after he and his team had 
published “more than 70 profoundly influential papers, including “Toward a theory of 
schizophrenia’ [and] ‘The question of family homeostasis” (Ray, 2007, p. 291). Although 
the Bateson group disbanded in 1962, much of the work of this original group was 
expanded on by the Mental Research Institute (MRI) that Don Jackson (1920-1968) 
created in Palo Alto in 1958. Jackson was an innovative thinker and practitioner who 
helped lead the family therapy field away from a pathology-oriented, individual illness 
concept of problems to one that was relationship oriented (Ray, 2000). Among the later 
luminaries to join MRI with Jackson were Virginia Satir and Paul Watzlawick. A unique 
feature of this group was the treatment of families, which was resisted by Bateson. In fact, 
the MRI established brief therapy, an elaboration of the work of Milton Erickson and 
one of the first new approaches to family therapy (Haley, 1976a). 

A third major figure of the decade was Milton Erickson (1901-1980). The discov- 
ery of Erickson and his process of conducting therapy were almost accidental. He was 
sought out as a consultant for the Bateson group, and, while interacting with them, espe- 
cially Jay Haley, Erickson’s distinctive therapeutic work was noted. Shortly thereafter 
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Haley began writing about it and using it in the formulation of his approach to therapy. 
Erickson, who was largely self-taught, had a powerful impact on those with whom he did 
therapy. His focus on the unconscious and his procedure for making direct and indirect 
suggestions and prescribing ordeals gained fame, most notably in the 1960s and 1970s. 
Through Haley, Erickson became known, as did family therapy. 

A fourth leading professional in the 1950s was Carl Whitaker (1912-1995). 
Whitaker “risked violating the conventions of traditional psychotherapy” during this time 
by including spouses and children in therapy (Broderick & Schrader, 1991, p. 26). As 
chief of psychiatry at Emory University in Atlanta, Whitaker (1958) published the results 
of his work in dual therapy (conjoint couple therapy). He also set up the first confer- 
ence on family therapy at Sea Island, Georgia, in 1955. 

A fifth key figure of the 1950s was Murray Bowen (1913-1990). Beginning in the 
mid-1950s, under the sponsorship of the National Institute of Mental Health (NIMH), 
Bowen began holding therapy sessions with all family members present as part of a 
research project with schizophrenics (Guerin, 1976). Although he was not initially suc- 
cessful in helping family members constructively talk to each other and resolve difficul- 
ties, Bowen gained experience that would later help him formulate an elaborate theory 
on the influence of previous generations on the mental health of families. 

Other key figures and innovative thinkers in family therapy who began their careers 
in the 1950s were Ivan Boszormenyi-Nagy (1920-2007), at the Eastern Pennsylvania 
Psychiatric Institute (EPPD, and his associates, including James Framo and Gerald Zuk. 
The work of this group eventually resulted in the development of Nagy’s novel contex- 
tual therapy. “At the heart of this approach is the healing of human relationships through 
trust and commitment, done primarily by developing loyalty, fairness, and reciprocity” 
(Anderson, Anderson, & Hovestadt, 1993, p. 3). 


Family Reflection: The “double-bind theory” states that when two contradictory messages are 
conveyed simultaneously, the receiver of this communication is stressed and may become 
mentally unbalanced. Think of times when you have received incongruent verbal and nonverbal 
messages, whether in your family or not. What did you think? How did you feel? What did you 
do? What was the outcome? 


Family Therapy: 1960 to 1969 


The decade of the 1960s was an era of rapid growth and expansion in family therapy. The 
idea of working with families, which had been suppressed, was now embraced by more 
professionals, a number of whom were quite captivating and energetic. Four of the most 
prominent of these figures were Jay Haley, Salvador Minuchin, Virginia Satir, and Carl 
Whitaker. Other family therapists who began in the 1950s, such as Nathan Ackerman, 
John Bell, and Murray Bowen, continued contributing to the concepts and theories in the 
field. Another factor that made an impact at this time was the widespread introduction of 
systems theory. Finally, in the 1960s, training centers and academic programs in family 
therapy were started, strengthened, or proposed. 


MAJOR FAMILY THERAPISTS OF THE 1960s Numerous family therapists emerged in the 
1960s. They came from many interdisciplinary backgrounds and, like their predecessors 
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of the 1950s, most were considered “mavericks” (Framo, 1996). The following therapists 
are discussed here because of their significant radical impact in shaping the direction of 
family therapy. 

Jay Haley (1923-2007) was probably the most important figure in family therapy in 
the 1960s. During this time, he had connections with the main figures in the field, and 
through his writings and travels, he kept professionals linked and informed. Haley also 
began to formulate what would become his own version of strategic family therapy by 
expanding and elaborating on the work of Milton Erickson (Haley, 1963). He shared with 
Erickson an emphasis on gaining and maintaining power during treatment. Like Erickson, 
Haley often gave client families permission to do what they would have done naturally 
(e.g., withhold information). Furthermore, Haley used directives, as Erickson had, to get 
client families to do more within therapy than merely gain insight. 

From 1961 to 1969, Jay Haley edited Family Process, the first journal in the field of 
family therapy, which helped shape the emerging profession. In the late 1960s, Haley moved 
from Palo Alto to Philadelphia to join the Child Guidance Clinic, which was under the direc- 
tion of Salvador Minuchin. His move brought two creative minds together and helped gen- 
erate new ideas in both men and the people with whom they worked and trained. 

The psychiatrist Salvador Minuchin (1921-) began his work with families at the 
Wiltwyck School for Boys in New York State in the early 1960s. There he formulated a new 
approach to therapy based on structure and used it with urban slum families he encoun- 
tered because it reduced the recidivism rate for the delinquents who comprised the popu- 
lation of the school. The publication of his account of this work, Families of the Slums 
(Minuchin, Montalvo, Guerney, Rosman, & Schumer, 1967), received much recognition 
and led to his appointment as director of the Philadelphia Child Guidance Clinic and to the 
formulation of a fresh and influential theory of family therapy: structural family therapy. 

Like most pioneers in the field of family therapy (e.g., Whitaker, Haley), Minuchin 
did not have formal training in how to treat families. He innovated. Likewise, he had an 
idea of what healthy families should look like in regard to a hierarchy, and he used this 
mental map as a basis on which to construct his approach to helping families change. 
Another innovative idea he initiated at the end of the 1960s was the training of members 
of the local Black community as paraprofessional family therapists. He believed this spe- 
cial effort was needed because cultural differences often made it difficult for White, middle- 
class therapists to understand and relate successfully to urban Blacks and Hispanics. 
Overall, Minuchin began transforming the Philadelphia Child Guidance Clinic from a 
second-rate and poor facility into the leading center for the training of family therapists 
on the East Coast of the United States. 

Virginia Satir (1916-1988) was the most entertaining and exciting family therapist 
to emerge in the 1960s, perhaps because she was tall, with a strong voice, and used props 
in her work. Satir, as a social worker in private practice in Chicago, started seeing family 
members as a group for treatment in the 1950s (Broderick & Schrader, 1991). However, 
she gained prominence as a family therapist at the MRI. There she collaborated with her 
colleagues and branched out on her own. Satir was unique in being the only woman 
among the pioneers of family therapy. She had “unbounded optimism about people . . . 
and her empathic abilities were unmatched” (Framo, 1996, p. 311). While her male coun- 
terparts concentrated on problems and building conceptual frameworks for theories and 
power, she touched and nurtured her clients and spoke of the importance of self-esteem, 
compassion, and congruent expression of feelings. 
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Satir gained national recognition with the publication of her book Conjoint Family 
Therapy (1964). In this text, she described the importance of seeing both members of a cou- 
ple together at the same time, and she detailed how such a process could and should occur. 
Her clear style of writing made this book influential. “Satir’s ability to synthesize ideas, com- 
bined with her creative development of teaching techniques and general personal charisma, 
gave her a central position in the field” of family therapy (Guerin, 1976, p. 8). 

The male contemporary counterpart to Satir, Carl Whitaker, can be described in many 
ways. He dared to be different and, at his best, was creative as well as wise (Framo, 1996). 
He was never “conventional.” Whitaker, a psychiatrist, became interested in working with 
families in the 1940s. As already mentioned, he was chair of the psychiatry department of 
Emory University in the early 1950s. In 1955, he resigned to begin a private practice. 

His main influence and renown in the field, however, came following his move to 
become a professor of psychiatry at the University of Wisconsin in 1965. It was at Wiscon- 
sin that Whitaker was able to write and lecture extensively. Beginning in 1965, his affec- 
tively based interventions, which were usually spontaneous and sometimes appeared 
outrageous, gained notoriety in the field of family therapy. In the 1960s, Whitaker also 
nurtured the field of family therapy by connecting professionals with similar interests. 


CASE ILLUSTRATION 


Jodi Ortiz, a graduate student in family therapy, was fascinated to read that some major 
theorists of the 1960s literally learned their clinical skills by trial and error. She was par- 
ticularly struck by how Carl Whitaker worked. She thought that some of his “antics,” as 
she called them, were outrageous but effective. Jodi was impressed that he seemed to 
deeply care about families, though, and that he tried to have three generations in the 
room during the times he did therapy. 

It occurred to Jodi that she might become a better therapist if she started relying on 
her drama background as well as her caring nature. Therefore, she asked several of her 
fellow students to come to an experimental family therapy session she would conduct. 
She informed everyone that she would have them play roles and that she would “do” 
therapy in a different way. Jodi’s friends were skeptical, but they agreed. 

When time for the role play came, Jodi had her friends assemble as a family of five. 
After asking preliminary information and gathering a few facts, Jodi excused herself from 
the mock family and came back later wearing a cape and carrying a wand. She then 
informed the family of friends she was going to do some magic in their lives. 

If you were a part of Jodi’s family, what would you think of her appearance and 
announcement? Would it matter what age you were (or that you were role playing)? Why 
do you think Jodi’s performance might work? Why do you think it might not work? How 
would it differ from the approaches of therapists you have just read about? 


CONTINUING LEADERS IN FAMILY THERAPY DURING THE 1960s Nathan Ackerman contin- 
ued to be a leader of the family therapy movement throughout the 1960s. In 1961, with 
Don Jackson, he cofounded Family Process, the first journal devoted to family therapy and 
one that is still preeminent in the field. It was a bold step. One of Ackerman’s most sig- 
nificant books during this decade was Treating the Troubled Family (1966). In this text, he 
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elaborated on how to intervene with families and “tickle the family’s defenses” through 
being involved with them, being confrontive, and bringing covert issues out into the open. 

John E. Bell (1913-1995), like Carl Whitaker, began treating families long before 
he was recognized as a leader in the field of family therapy. Bell’s work began in the 
1950s when he started using group therapy as a basis for working with families (Gurel, 
1999; Kaslow, 1980). He published his ideas about family group therapy a decade later 
(Bell, 1961) and proposed a structured program of treatment that conceptualized family 
members as strangers. Members become known to each other in stages similar to those 
found in groups. His thinking was in sync with the group movement of the time and 
caused others to question how a family is similar and different from a group. 

Bell taught his natural family group approach at the University of California, Berkeley, 
in 1963 in one of the first graduate courses on family therapy offered in the United States. 
From 1968 to 1973, he directed the MRI in Palo Alto. It was Bell’s belief that “all children 
9 years or older and all other adult family members living in the home should be included 
in family therapy and should be present for all sessions” (Nichols & Everett, 1986, p. 43). 
As noted, Bell’s ideas were distinctive and received considerable criticism, thus generat- 
ing a good deal of discussion about family therapy (Hines, 1988). 

Murray Bowen gained considerable insight into the dynamics and treatment of fam- 
ilies during the 1960s. Part of the reason was that he was able to successfully deal with 
problems within his own family of origin. Another reason was that he began to see a con- 
nectedness between working with families that had a family member diagnosed with 
schizophrenia and working with families that had other problems. 

One of his most significant discoveries was the “emotional reactivity” of many 
troubled families when brought together to solve problems. In these situations, family 
members had difficulty maintaining their identities and their actions. They were absorbed 
in a world of feelings that would often resemble what Bowen (1961) called an undiffer- 
entiated family ego mass; that is, they were fused and confused. In working with these 
families, Bowen found that by being cognitive and detached, he could help them estab- 
lish appropriate relationship boundaries and avoid projecting (or triangulating) interper- 
sonal dyadic difficulties onto a third person or object (i.e., a scapegoat). 


SYSTEMS THEORY With the emergence of new ideas came a novel theoretical perspective 
from which to center these concepts: systems theory (Bertalanffy, 1968). In systems the- 
ory, a system is a set of elements standing in interaction with one another. Each element 
in the system is affected by whatever happens to any other element. Thus, the system is 
only as strong as its weakest part. Likewise, the system is greater than the sum of its parts. 
Whether the system is a human body or a family, it is organized in a particular manner 
with boundaries that are more or less open (i.e., permeable) depending on the amount 
and type of feedback received. Systems can be self-regulating, too, because “the tendency 
of a system is to seek homeostasis or equilibrium” (Walsh & McGraw, 2002, p. 6). 

By viewing the family in this manner, clinicians in the 1960s focused less on linear 
causality (direct cause and effect) and more on circular causality (the idea that events 
are related through a series of interacting loops or repeating cycles). Subsequently, family 
therapists began to claim their role as specialists within therapy. They were different! This 
position was reinforced in 1963 when the first state licensure law regulating family coun- 
selors was passed in California. This legislation was just the beginning of family therapy’s 
increasing prominence. 
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INSTITUTES AND TRAINING CENTERS Along with the rise of dynamic figures in family 
therapy and systems theory in the 1960s, training institutes and centers also came into 
prominence. In California, the MRI in Palo Alto flourished even after Jay Haley’s depar- 
ture for Philadelphia in 1967 and Don Jackson’s death in 1968. The Family Institute 
of New York (headed by Ackerman) thrived during this time, as did the Albert Einstein 
College of Medicine in New York City and the affiliated Bronx State Hospital (Broderick 
& Schrader, 1991). 

In Philadelphia, the Philadelphia Child Guidance Clinic opened its facilities to sur- 
rounding neighborhoods and to aspiring family therapists. Innovative techniques, such as 
the “bug in the ear” form of communication, were devised at the clinic during this time. In 
1964, the Family Institute of Philadelphia emerged. This institute was a merger of the EPPI 
and the Philadelphia Psychiatric Center and fostered such notable practitioner/theorists as 
Gerald Zuk and Ross Speck (Broderick & Schrader, 1991). 

In Boston, the Boston Family Institute was established in 1969 under the direction of 
Fred Duhl and David Kantor (Duhl, 1983). This institute focused on expressive and dra- 
matic interventions and originated the technique of family sculpting, that is, arranging 
family members as a sculpture in the way they acted or responded to a significant event. 

Overseas, the Institute for Family Studies in Milan, Italy, was formed in 1967. This 
institute was based on the MRI model and came into prominence in the 1970s with many 
inventive, short-term approaches to working with families (Selvini Palazzoli, Cecchin, 
Prata, & Boscolo). 


Family Reflection: The 1960s was a decade of contrasts, with the adoption of systems theory 
becoming prominent as a distinctive feature of family therapy amid competing ideologies. This 
defining approach propelled family therapy into prominence. In your family, have there been 
defining moments that solidified you as a family? What were they, and how did they make a 
difference? What do you think would have happened had systems theory not been so widely 
adopted by family therapy? 


Family Therapy: 1970 to 1979 


The 1970s were marked by several nodal events in regard to family therapy. These events 
centered around many expansive and exciting activities, including a major membership 
increase in the American Association for Marriage and Family Therapy (AAMFT), the 
founding of the American Family Therapy Academy (AFTA), the refinement of theories, 
the influence of foreign therapies and therapists (especially the Milan Group), the growth 
of family enrichment, and the introduction of feminism into the family therapy field. 


MEMBERSHIP IN THE AMERICAN ASSOCIATION FOR MARRIAGE AND FAMILY THERAPY In 
1970, the membership of the AAMFT stood at 973. By 1979, membership had increased 
more than 777% to 7,565 (Gurman & Kniskern, 1981b). The dynamic and rapid growth of 
the association can be explained in many ways, including the fact that it was recognized by 
the U.S. Department of Health, Education, and Welfare in 1977 as an accrediting body for 
programs granting degrees in marriage and family therapy. In addition, at about the same 
time, the association changed its name from the American Association of Marriage and 
Family Counselors to the American Association for Marriage and Family Therapy. 
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In addition, the AAMFT benefited from increased focus placed on families and 
therapeutic ways of working with them as a result of the upheavals in family life in the 
1960s. Furthermore, many of the pioneers of the family therapy movement, such as Vir- 
ginia Satir, James Framo, Carl Whitaker, Salvador Minuchin, Jay Haley, and Florence 
Kaslow, reached their prime and began making a greater impact on therapists across the 
nation with their exciting, thought-provoking, and inviting workshop presentations and 
writings. To add to this impact, in 1974, the AAMFT began publishing its own profes- 
sional periodical, the Journal of Marital and Family Therapy, with William C. Nichols, Jr., 
as the first editor. Later in the decade, it made plans to move its headquarters from 
Claremont, California, to Washington, D.C. (an event that occurred in 1982). 


ESTABLISHMENT OF THE AMERICAN FAMILY THERAPY ACADEMY The AFTA was 
founded in 1977 by a small group of mental health professionals who were active and 
involved during the early years when the field of family therapy was emerging. Initially, 
it strove to represent “the interests of systemic family therapists as distinct from psy- 
chodynamic marriage counselors” (Sauber, L’Abate, & Weeks, 1985, p. 180). Leaders of 
AFTA included Murray Bowen and James Framo. As a “think tank,” AFTA’s annual 
meeting brought together professionals to address a variety of clinical, research, and 
teaching topics. 

In 1981, a joint liaison committee made up of AAMFT and AFTA representatives was 
formed to address the respective roles of the two organizations within the profession. 
AFTA was identified as an academy of advanced professionals interested in the exchange 
of ideas; AAMFT retained government recognition for its role in providing credentials to 
marriage and family therapists. Since that time, AFTA has focused almost exclusively on 
clinical and research issues in family therapy. 


REFINEMENT OF FAMILY THERAPY THEORIES The 1970s marked the growth and refine- 
ment of family therapy theories outside the psychoanalytical tradition. It is symbolic that 
Nathan Ackerman, who carried the banner of psychoanalytical family therapy, died in 
1971 (Bloch & Simon, 1982). It is also interesting to note that the works of Salvador 
Minuchin (structural family therapy), Gerald Patterson (behavioral family therapy), Carl 
Whitaker (experiential family therapy), and Jay Haley (strategic family therapy) increased 
in frequency, scope, and influence during this decade. The new ideas generated in the 
1960s bore fruit in the 1970s. 

One major example of this phenomenon was the writing of Salvador Minuchin. In a 
clearly outlined and articulated book, Families and Family Therapy, Minuchin (1974) pre- 
sented a practical guide for conducting structural family therapy. He followed this publi- 
cation later in the decade with a complementary coauthored text entitled Psychosomatic 
Families: Anorexia Nervosa in Context (Minuchin, Rosman, & Baker, 1978), which show- 
cased in a dramatic way the power of the therapy he had created. These texts, combined 
with his well-staffed training center in Philadelphia, made structural family therapy a 
major theoretical force in family therapy circles in a relatively brief period of time. 


INFLUENCE OF FOREIGN THERAPIES AND THERAPISTS The development of family ther- 
apy grew rapidly in Europe in the late 1960s and early 1970s. By the mid-1970s, theories 
and theorists, especially those from Italy and Great Britain, became influential in the 
United States. The influx of ideas from family therapists outside the United States led 
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many American professionals to question “particular ethnocentric values about what is 
good and true for families” (Broderick & Schrader, 1991, p. 35). 

Particularly influential was the Milan Group in Italy headed by Mara Selvini Palazzoli 
and staffed by three other psychoanalytically trained psychiatrists, Gianfrano Cecchin, Giulana 
Prata, and Luigi Boscolo. Their avant-garde book, Paradox and Counterparadox (1978), was 
influenced by the work of Bateson and Watzlawick in Palo Alto. This group was original in its 
emphasis on circular questioning (asking questions that highlight differences among family 
members) and triadic questioning (asking a third family member how two others members 
of the family relate). The Milan approach also emphasized developing a hypothesis about the 
family before their arrival and taking a neutral stance on presenting symptoms. Furthermore, 
it prescribed homework assignments that were often ritualistic and difficult. “Although first 
appearing revolutionary,” the Milan Group lost its attractiveness over time because of its sig- 
nature piece, paradoxical intentions. “A large part of the difficulty seemed to reside in the 
detached, one-up expert position assumed by therapists” in this approach and the fact that 
when “a paradoxical intention is handled poorly, it can be destructive” (Kuehl, 2008, p. 18). 

Two British leaders in the helping profession who influenced the development of 
family therapy in the United States were R. D. Laing and Robin Skynner. Laing (1965) 
coined the term mystification to describe how some families mask what is going on 
between family members by giving conflicting and contradictory explanations of events. 
His complicated but interesting book Knots (1970) further enhanced his status as an 
original thinker in understanding universal family dynamics in dysfunctional families. 
Skynner (1981) developed a brief version of psychoanalytic family therapy in the 1970s 
that helped complement and enrich the work done by Ackerman and Boszormenyi-Nagy. 


CASE ILLUSTRATION 


Nonna Caliva was fascinated to learn about the Milan Group and their adaptation of 
strategic family therapy to Italy. She was disappointed, however, to find that after some 
promising early results the approach was largely abandoned, and the hype it received 
worldwide, especially in the United States, died because the research did not support it as 
an effective means of change in many circumstances. 

Nonna wondered whether this was because the clinicians in this approach had not 
been as careful as they could have been in substantiating their results. So she decided 
she would work with some of her clients using a modified Milan Group strategy. First, 
she spaced their appointments so that, as in the original work, her clients only saw her 
once a month instead of once a week. She then gave them homework to do every day in 
the form of rituals. She took a neutral stance toward the presenting problem also, no matter 
what it was. Finally, she employed a lot of circular and triadic questions in her sessions, 
along with the use of paradox. 

While there was some movement in the families on which Nonna used the modified 
Milan Group techniques, she wondered whether there would have been more had she 
employed her straightforward strategic therapy approach. Nonna also wondered after her 
experiment whether she had acted prudently or ethically; after all, she did not tell the 
families they were her guinea pigs. What do you think about what Nonna did? What 
would have been more prudent and ethical? Why? 
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FEMINIST THEORY AND FAMILY THERAPY “Feminist thinking explicitly entered the family 
therapy field in the 1970s and has increasingly influenced the theory and practice of fam- 
ily therapy” (Framo, 1996, p. 303). As an approach, feminist family therapy ‘is an atti- 
tude, a lens, a body of ideas about gender hierarchy and its impact rather than a specific 
model of therapy or a grab bag of clinical techniques. Feminists recognize the overriding 
importance of the power structure in any human system” (Carter, 1992, p. 66). They ques- 
tion, among other things, whether some concepts in family therapy, such as complemen- 
tarity, circularity, and neutrality, are oppressive to women (May, 1998). Table 1.1 lists 
some characteristics of gender-sensitive family therapy. 

The challenge to family therapy by feminist theory began in 1978 when an article by 
Rachel Hare-Mustin, entitled “A Feminist Approach to Family Therapy,” was published in 
Family Process. Hare-Mustin took the position that family therapy discriminated against 
women because it basically promoted the status quo that women were unequal in regard 
to their duties and roles within families. 

After Hare-Mustin’s paper was published, a number of other pieces on the adequacy 
of family therapy from a systemic perspective began to be published. Among the most 
consistently voiced view from the perspective of feminist therapists is that historic sexism 
and structural inequalities cannot be corrected by improving relationships among family 
members or creating a new family hierarchy. Rather, the goals of working with a family 
are “to facilitate the growth of a strong, competent woman who has enhanced control 
over resources” and “to increase the ability of women to work together politically to 
change society and its institutions” (Libow, Raskin, & Caust, 1982, p. 8). 

Although feminist family therapists “represent a wide range of theoretical orienta- 
tions,” they are “drawn together by their recognition that sexism limits the psychological 
well-being of women and men, by their advocacy of equality in relationships and society, 
and by their refusal to use any counseling methods or explanatory concepts that promote 
bias” (Enns, 1992, p. 338). Training models developed by feminist family therapists that 


TABLE 1.1 Characteristics of Gender-Sensitive Family Therapy 


Nonsexist Counseling Empowerment/Feminist/Gender-Aware Counseling 

Does not reinforce stereotyped Helps clients recognize the impact of social, cultural, and 
gender roles. political factors on their lives. 

Encourages clients to consider a Helps clients transcend limitations resulting from gender 
wide range of choices, especially stereotyping. 


in regard to careers. 
Avoids allowing gender stereotypes Recognizes the degree to which individual behaviors may 


to affect diagnoses. reflect internalization of harmful social standards. 

Avoids use of sexist assessment Includes gender-role analysis as a component of assessment. 
instruments. 

Treats male and female clients Helps clients develop and integrate traits that are culturally 
equally. defined as “masculine” and “feminine.” 

Avoids misuse of power in the Develops collaborative counselor-client relationships. 


counseling relationship. 


J. Lewis, “Gender sensitivity and family empowerment,” Family Psychology and Counseling, 1993, 1:1. Used 
with permission of Judith Lewis. 
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place gender at the heart of educating family therapists have been and will continue to be 
developed (e.g., Storm, 1991). 


Family Therapy: 1980 to 1989 


Several important events marked the emergence of family therapy in the 1980s as the pro- 
fession continued to develop and evolve. One was the retirement or death of leading pio- 
neers in the movement and the emergence of new leaders. A second was the growth in the 
number of individuals and associations devoted to family therapy. A third was an increase 
in research in family therapy (Miller, 1986; Sprenkle & Piercy, 2006) and an explosion in 
publications devoted to family therapy. A fourth significant happening was the introduc- 
tion of multisystemic therapy (MST) as an intensive family- and community-based treat- 
ment for working with serious antisocial behaviors of children and adolescents. Finally, 
further recognition of marriage and family therapy came about on the national level. 


CHANGE IN FAMILY THERAPY LEADERSHIP In the 1980s, new leadership began to 
emerge in family therapy. One reason was the aging of the pioneers in the field. Another 
reason was the maturity of clinicians who studied in the 1960s and 1970s with the found- 
ers of the movement. The second and third generations of family therapists had new 
ideas and abundant energy (Kaslow, 1990). They basically preserved the best of the 
founders’ influences while moving out in different directions. Some of the more estab- 
lished leaders in the field, such as Jay Haley, switched emphases at this time and main- 
tained their leadership roles. 

Within the growth of this movement, many women came to the forefront. Among 
them were Monica McGoldrick, Rachel Hare-Mustin, Carolyn Attneave, Peggy Papp, Peggy 
Penn, Cloe Madanes, Fromma Walsh, and Betty Carter. These women began to create 
novel theories and to challenge older ones. Cloe Madanes was especially prolific and crea- 
tive during the last part of the 1980s. Overall, the work of new women leaders in family 
therapy contributed much to the profession and gave it a positive and productive rebirth. 

Many of these women realized the need to “include women’s voices and experi- 
ences” within the family therapy field in order to gain a richer and more evenly balanced 
perspective on family life and to discern what changes are needed in families (Carter, 
1992, p. 69). The Women’s Project in Family Therapy (Walters, Carter, Papp, & Silver- 
stein, 1988) was a major undertaking of these researchers and practitioners who sought to 
emphasize the absence of gender in the formation of systems theory. Their presence and 
prominence altered the view that a professional panel of family therapists consisted of 
four men and Virginia Satir. Indeed the group had a transformative impact on the thinking 
about gender in families and in the field of family therapy (McGoldrick, 2013). 


GROWTH IN THE PROFESSION OF FAMILY THERAPY Family therapy grew significantly as 
a profession in the 1980s. The membership of the AAMFT, for instance, almost doubled to 
a total of 14,000 members. At the same time, two new associations devoted to the study 
and practice of family therapy were formed. The first was Division of Family Psychol- 
ogy 43, American Psychological Association (APA), which was established within 
the American Psychological Association in 1984. The division was established because of 
the desire by some family practitioners to maintain their identity as psychologists (Kaslow, 
1990). Such noted individuals as James Alexander, Alan Gurman, Florence Kaslow, 
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Luciano L’Abate, Rachel Hare-Mustin, Duncan Stanton, and Gerald Zuk were among 
those who became affiliated with this division. 

The second new professional association formed in the 1980s was the Interna- 
tional Association of Marriage and Family Counselors (IAMFC), which was estab- 
lished initially as an interest group within the American Counseling Association (ACA) in 
1986. The IAMFC grew from an initial membership of 143 in 1986 to more than 4,000 in 
2001. In 1990, the IAMFC became a division of the ACA. 

The initial goals and purposes of the IAMFC were to enhance marriage and the fam- 
ily through providing educational programs, conducting research, sponsoring conferences, 
establishing interprofessional contacts, and examining and removing conditions that create 
barriers to marriages and families. Since its formation, the IAMFC has broadened its vision 
to include work in promoting ethical practices, setting high-quality training standards, 
helping families and couples cope successfully, and using counseling knowledge and sys- 
temic methods to ameliorate the problems confronting marriages and families (Maynard & 
Olson, 1987). Overall, the IAMFC provides a base for training, research, collaboration, and 
support for counselors who work with families (Pietrzak & L’Amoreaux, 1998). 


DEVELOPMENT OF RESEARCH TECHNIQUES IN FAMILY THERAPY Until the 1980s, research 
techniques and solid research in family therapy were scarce. It was implicitly assumed 
that other research methodologies could be translated to the family therapy field or that 
case study reports were sufficient in validating the impact of family therapy. In the 1980s, 
however, this changed. 

A foretaste of the increased emphasis on family research came in 1982 when the 
Journal of Marriage and the Family devoted an entire issue to family research methodolo- 
gies. A parallel occurred in the Journal of Family Issues in 1984 (Miller, 1986). In addition, 
a book on research methods by Adams and Schvaneveldt (1991) was among the first to use 
examples involving families. A breakthrough and breakout in research came when studies 
indicated that certain forms of family therapy—for example, behavioral and systems 
approaches—were effective in working with families (Gurman, Kniskern, & Pinsof, 1986). 


PUBLICATIONS IN FAMILY THERAPY The growth in the number of individuals and asso- 
ciations involved in family therapy was paralleled by an increase in publications in this 
area. Some major publishing houses, such as Guilford, Sage, and Brunner/Mazel, began 
to specialize in books on family therapy. Almost all publishers of texts in counseling, 
psychology, and social work added books on marriage and family therapy. In addition, 
new periodicals were established, and older ones grew in circulation. 

The Family Therapy Networker, a periodical with a subscription list of greater than 
50,000, was the success story of the 1980s. The triumph of the Networker is attributable to 
its timely and interesting articles and its journalistic (as opposed to scholarly) form of 
writing. The magazine format and its featured information on professional conferences 
across the country were undoubtedly additional factors in its success. 


MULTISYSTEMIC THERAPY MST was born out of frustration and necessity. It was an 
attempt to stem the tide against a dismally low success rate for working with at-risk ado- 
lescents. The first controlled research on this intensive family- and community-based 
approach for working with juvenile offenders with serious antisocial behaviors was con- 
ducted by a team led by Scott Henggeler in the mid-1980s (Henggeler et al., 1986). Initial 
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results were promising, and the program has shown long-term results since, with a sharp 
reduction in rearrest of juvenile offenders and improvement in family functioning (Finn, 
2004). MST is particularly focused on empowering parents and other important members of 
a youth’s ecology. The goal then as now is to help youth develop the necessary skills and 
competencies to reduce problematic behavior and function more effectively (Ronan & 
Curtis, 2008). 

MST uses well-validated treatment strategies derived from pragmatic family thera- 
pies, behavioral parent training, and cognitive-behavioral therapy. It directly addresses 
intrapersonal (e.g., cognitive problem solving), familial (e.g., inconsistent discipline, low 
monitoring, family conflict), and extrafamilial (e.g., association with deviant peers, school 
difficulties) factors that are associated with serious youth antisocial behavior (Letourneau 
et al., 2009). Overall, families, schools, and communities benefit from this cost-effective, 
home-based 60 hours of therapeutic intervention, as do the juvenile offenders, ages 12 to 
17, who are its target. 


NATIONAL RECOGNITION OF FAMILY THERAPY The main national event for family ther- 
apy in the 1980s was the listing of the profession as one of the four core mental health 
professions eligible for mental health traineeships (Shields et al., 1994). This appeared as 
part of the Public Health Service Act, Title II, Section 303(d)(1). It basically placed the 
profession, in the eyes of the federal government, on a par with psychology, psychiatry, 
and other professions vying for federal training grants. 


Family Reflection: Two new family therapy associations were formed during the 1980s: one in 
psychology and one in counseling. In families, even professional families, whenever anyone en- 
ters or leaves a system, there is some disequilibrium. How do you suppose leaders of the AAMFT 
initially reacted to these new additions to the profession? How do you suppose these two associa- 
tions reacted to the AAMFT? What might have been communicated on verbal and nonverbal levels? 


Family Therapy: 1990 to 1999 


The 1990s proved as much an exciting time in the field as the previous decade. Family 
therapy was on the move and became a more global phenomenon as new theories and 
specialty areas emerged. The number of professionals who primarily identify themselves 
as family therapists continued to grow, and academic curriculums and experiential com- 
ponents in family therapy were refined. The issues of the 1990s concerned professional 
recognition, affiliation, accreditation, and licensure, that is, matters related to power and 
influence. These issues also involved identification and influence specifically regarding 
whether family therapy would continue to be interdisciplinary and potent or if it would 
be “marginalized” (Shields et al., 1994). 


NEW THEORIES AND SPECIALTIES WITHIN FAMILY THERAPY ‘The 1990s saw several new 
theories of family therapy either emerge or gain added attention. Feminist family therapy, 
for instance, gained increased recognition as a powerful trend in the field, and issues 
surrounding the importance of gender grew (Norsworthy, 2000). Family therapy also 
began concentrating more on examining gender-sensitive issues in therapy rather than 
feminine or masculine issues per se (Smith & Stevens-Smith, 1992b). Thus, differences in 
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genders were recognized in a less emotionally or politically volatile way. Solution-focused 
and narrative theories developed in the Midwest by Steve deShazer (1988) and Bill 
O’Hanlon (O’Hanlon & Weiner-Davis, 1989) and in Australia and New Zealand by Michael 
White and David Epston (1990), respectively, also received much publicity. These theories 
are characterized by their brevity and creativity and are covered in Chapter 14 of this book. 

Other emerging theories for the treatment of families in the 1990s include the 
following: 


° The reflecting team approach of Tom Andersen (1991), a democratic and col- 
laborative model of working with couples and families, in which clinical observers 
of a therapeutic session come out from behind a one-way-mirror observing room to 
discuss with the therapist and client couple/family their impressions so that an open 
environment is created and, through dialogue, the couple/family is made a part of 
the larger treatment team (Brownlee, Vis, & McKenna, 2009; Parker & O’Reilly, 
2013). The premise behind the reflecting team approach is that multiple realities 
exist (Harrawood, Parmanand, & Wilde, 2011). “The team comments in a way that 
highlights the couple or family’s strengths and helps identify new ways to view or 
understand the existing problem” so that the couple or family’s dominant stories are 
challenged (Pender & Stinchfield, 2012, p. 117). 

° The therapeutic conversations model of Harlene Anderson and Harry Goolishian 
(Anderson, 1994), a postmodern approach in which the family therapist relates to 
the couple or family in a more egalitarian partnership. 

° The psychoeducational model of Carol Anderson (1988), an approach to working 
with families that have a schizophrenic member, in which attention is given to 
teaching family members about multiple aspects of mental illness in a day-long 
“Survival Skills Workshop” focusing on boundaries, hierarchy, and maintaining the 
integrity of subsystems. 

e The internal family systems model of Richard Schwartz (1994), which considers 
both individual intrapsychic dynamics and family systems. 


Of these theories, some were considered radically different from their forerunners 
because they were based on social constructionism, a philosophy that states that our 
experiences are a function of how we think about them instead of objective entities. This 
viewpoint is different from systemic assumptions and has caused many family therapists 
to reexamine their basic assumptions (Piercy & Sprenkle, 1990). 

Related to these developments in theory and emphasis was the Basic Family Ther- 
apy Skills Project, which was established in 1987 and focused on determining, defining, 
and testing “the skills essential for beginning family therapists to master for effective 
therapy practice” (Figley & Nelson, 1990, p. 225). Four basic family therapy skills research 
reports were prepared in the 1990s. In these reports, structural, strategic, brief, and trans- 
generational family therapies were examined from the perspective of distinctive and 
generic skills critical for beginning therapists (Nelson, Heilbrun, & Figley, 1993). The 
identified skills generated from this project continue to be researched and refined as edu- 
cators, practitioners, and researchers seek to determine what therapeutic interventions are 
most important and when. 

Along with the work in specific theories was an increased emphasis on the new 
epistemology—the idea that the cybernetic approach of Bateson (1972, 1979) and others 
must be incorporated in its truest sense into family therapy. Among other things, the new 
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Observer System 


FIGURE 1.1 Cybernetics of cybernetics. 


From D. S. Becvar and R. J. Becvar, Family Therapy: A Systemic Integration. Boston, MA: Allyn & Bacon, 
2006. © 2006 Pearson Education. Reproduced by permission. 


epistemology emphasizes second-order cybernetics—the cybernetics of cybernetics— 
which stresses the impact of the family therapist’s inclusion and participation in family 
systems (Keeney, 1983) (see Figure 1.1). On its most basic level, second-order cybernetics 
emphasizes positive feedback in system transformation. It extends first-order cybernetic 
foci beyond the homeostatic and adaptive properties of family systems in general. The 
new epistemology also concentrates on the importance of family belief systems in treat- 
ment and on ontology (i.e., a view of the world) that stresses the circularity and auton- 
omy of systems (in contrast to linear causality). 

Equally pervasive in the 1990s was the redirection of family therapy education from 
a focus on producing narrowly trained, theory-specific clinicians to a focus on training 
practitioners who know how to work with special types of families (Broderick & Schrader, 
1991). With this change also came a transformation in regard to the way the term family 
therapist is used. It is now better defined in regard to course work, competencies, and 
clinical experience. Furthermore, there are now a number of well-respected and well- 
researched theories that practitioners in the field can use (Piercy, Sprenkle, Wetchler, & 
Associates, 1996). This shift in definition and scholarship resulted in a plethora of new 
books in family therapy and an emphasis on distinct types of family problems and fami- 
lies. For instance, books have been written and specialized courses offered on working 
with families comprising individuals who abuse drugs, alcohol, food, or other family 
members. Literature and academic offerings have also become available for treating single- 
parent families, remarried families, aging families, and intact families who have young 
children, adolescents, or members with disabilities. Further opportunities for reading 
about or studying culturally diverse families, as well as families headed by same-sex cou- 
ples, have emerged. 


CASE ILLUSTRATION 


Deo Gupta and her husband, Raj, were referred to Chelsea Aaron by Deo’s obstetrician/ 
gynecologist because the couple was having difficulty conceiving. Chelsea, who had 
three young children and a very hectic life, was sympathetic to the couple’s plight up to 
a point, but she really did not know how to help them. The theoretical approaches she 
practiced were not exactly in line with the problem the couple brought. 

Finally, Chelsea started asking the Guptas why they wanted children. From experi- 
ence she revealed to them the hard work she put in daily just to get her children to eat 
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properly, go to bed on time, learn social skills, and get dressed. Deo reacted angrily and 
accused Chelsea of being narcissistic and racist. Chelsea denied the charges. She then 
recommended four books for Deo and Raj to read along with a support group for them 
to attend. 

What do you think of Chelsea’s response to this situation? How might she have han- 
dled the situation better? Why are personal narratives, recommended books, and topical 
support groups sometimes coolly accepted by couples and families? 


Family Therapy: 2000 to 2009 


The beginning of the new millennium saw family therapy expand and change in a number 
of ways. International growth on different continents, accreditation developments, licen- 
sure recognition, expanded research, and the formulation of new stories and emphases 
by professionals in the field were five of the major developments in its expansion. 


THE GLOBAL GROWTH OF FAMILY THERAPY Beginning slowly in the 1970s with the devel- 
opment of family therapy in Italy and England, the growth and influence of family therapy 
spread around the world. Family therapy associations in Europe, Asia, Africa, Australia, 
and South America sprang up or flourished in the early 2000s (Ng, 2005; Trepper, 2005). 
For instance, Canadian couple/marital and family therapists (C/MFT), a relatively small but 
vibrant and growing group, grew in number and influence. These practitioners report 
themselves competent to treat couple/marital issues, depression, anxiety, and posttrau- 
matic stress disorder—the most common reasons clients seek therapy (Beaton, Dienhart, 
Schmidt, & Turner, 2009). As a group, C/MFT practitioners describe themselves as similar 
in many ways to clinicians in the United States, except that they are drawn more to post- 
modern theories. The International Family Therapy Association, with its periodical Journal 
of Family Psychotherapy (FTA; http://www. ifta-familytherapy.org/), also flourished. Fam- 
ily therapy grew fast and took root in a number of countries during the start of the century. 


IMPACT OF FAMILY THERAPY ASSOCIATIONS, NUMBER OF MARRIAGE AND FAMILY THER- 
APISTS, AND LICENSURE IN 50 STATES The major professional associations for family 
therapists in North America (i.e., AAMFT, IAMFC, AFTA, and Division 43 of APA) contin- 
ued to have considerable impact on the profession through their publications, educa- 
tional emphases, and services in the early 2000s. The AAMFT, the largest and oldest 
association, maintained the most diverse line of services, educational opportunities, and 
publications during this time, including the launching of the Family Therapy Magazine in 
2006. Second in membership was the IAMFC, a division of the ACA, followed by Division 
43 (Family Psychology), which required APA membership. The AFTA, although smaller 
than any of the three previously mentioned associations, continued to be influential 
because of the status and expertise of its members. 

Licensing of marriage and family therapists grew even faster than the influence of 
professional associations. Under the regulations published in the Federal Register (Vol. 57, 
No. 14), marriage and family therapists officially became the fifth “core” mental health 
profession, along with psychiatrists, psychologists, social workers, and psychiatric nurses 
(Shields et al., 1994). This regulation meant that by 2004 there were more than 50,000 
state-licensed marriage and family therapists in the United States. As of April 2009, all 50 
states and the District of Columbia either licensed or certified family therapy professionals. 
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ACCREDITATION OF FAMILY THERAPISTS Two associations, the AAMFT and the IAMFC, 
continued to accredit programs in family therapy during the early 2000s as they had pre- 
viously. Both did so under accrediting commissions that operated independent of their 
association. The AAMFT standards were drawn up and administered by the Commission 
on Accreditation for Marriage and Family Therapy Education (COAMFTE). Those for 
IAMFC were similarly handled through the Council for Accreditation of Counseling and 
Related Educational Programs (CACREP) (Clawson, Henderson, Schweiger, & Collins, 
2007). A minimum of a master’s degree was required as the credential for becoming a 
marriage and family therapist, although there was debate between the two groups over 
the exact content and sequencing of courses. 

Both the AAMFT (through COAMFTE) and the IAMFC (through CACREP) worked 
hard to increase the number and quality of programs they accredited. Health care reform 
influenced educational programs and the work of family therapists as well. Being recog- 
nized as a core mental health area became crucial to the status of educational programs 
in family therapy during this decade. In subtle and overt ways, training programs became 
linked to legislative regulations. 


DEVELOPING CULTURALLY EFFECTIVE FAMILY-BASED RESEARCH A fourth development 
in the marriage and family therapy field in the 21st century was more and better research 
on the effectiveness of family therapy with different cultural groups. Some states, such as 
California and Texas, reached the point at which no one cultural group constituted a 
majority within that state. Thus, there was renewed interest and renewed efforts to deter- 
mine what theories and forms work best for what distinct populations under what cir- 
cumstances and when. 


Continued Development of the Profession 


Blume (2008) noted that while the stories of the emergence of marriage and family ther- 
apy are centered on tales of healers and discoveries in the 1950s, 1960s, and 1970s, those 
narratives were less relevant to new audiences in the 21st century because social condi- 
tions changed. There was a distinctly new culture and a need to create new stories as 
well as honor older ones. Thus professionals within family therapy formulated new ver- 
sions of what it was like to work with couples and families. 


Family Reflection: Family therapy is now recognized worldwide, with recognition being a 
mixed blessing. What do you think are the downsides of this kind of recognition, as well as the 
upsides? 


Family Therapy: 2010 to the Present 


The decade of the 2010s has only begun to take shape, yet there have been changes in 
family therapy already. One of the major changes has been the increased use of technol- 
ogy. The Journal of Marital and Family Therapy, the flagship journal of the AAMFT, is now 
offered only online. Scholarly printed journals appear to be going the way of the dinosaur. 
AAMFT also regularly updates its membership through a monthly electronic Therap-eNews, 
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which contains stories and announcements about family therapy. IAMFC has also made 
good use of electronic media and now offers webinars to members and other interested 
professionals at a very reasonable price. The “Net Generation” (individuals born between 
1980 and 1994) enjoy and benefit from the shift to more use of technology, including 
Internet-based communications such as electronic blackboards, discussion boards, and 
online streaming, while older MFTs are having to work hard to renegotiate rules, roles, and 
professional interactions (Blumer & Hertlein, 2011). Online therapy is becoming more 
prominent, and it is likely to grow (Reeves, 2011). 

A second noteworthy change in family therapy during the decade so far was the 
revision of the code of ethics of both the AAMFT and the IAMFC in 2012. These updates 
were needed to keep pace with the times. The AAMFT has revised and reissued its Users 
Guide to the AAMFT Code of Ethics, and the IAMFC has published articles on its ethical 
code in its scholarly flagship periodical The Family Journal. 

A third important change that occurred is the publication of the fifth edition of the 
Diagnosis and Statistical Manual of Mental Disorders (DSM-5) in 2013. While many ther- 
apy groups, including those representing family therapists, made comments concerning 
this new edition of the DSM, the final product was decided on by a committee mainly 
composed of psychiatrists. The result is the elimination of several disorders and the redef- 
inition and addition of others. The importance of this document cannot be overstated, for 
it is the primary source that insurance companies use in reimbursing therapists for their 
work. Unfortunately, the DSM is based on an individualistic, medical model, and interper- 
sonal and relationship difficulties are not given prominence. Thus, the new decade 
presents additional challenges to family therapists in treating couples and families and 
being reimbursed for their work. 

Finally, family therapy has been and will be affected by Supreme Court of the 
United States (SCOTUS) decisions on marriage and family life. In 2013, the Supreme 
Court made two important decisions in this regard. In the first, United States v. Windsor, 
SCOTUS ruled that Section 3 of the Defense of Marriage Act (DOMA) was unconstitu- 
tional under the Due Process Clause of the Fifth Amendment. This ruling lifts the restric- 
tion placed on the federal definition of a “spouse,” making it applicable to all legally 
married couples. In the second ruling, Hollingsworth v. Perry, SCOTUS ruled that the 
sponsors of Proposition 8, the 2008 California ballot initiative that barred same-sex 
marriage in that state, did not have standing to appeal to the courts in California when 
California public officials refused to do so. This lifted the ban on same-sex marriage 
within the state of California (AAMFT, 2013, July 12). 


Summary and Conclusion 
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This chapter has given a brief history of the dynamic 
evolution of family therapy (outlined in the Summary 
Table at the end of this chapter), primarily seen from 
the perspective of its development within the United 
States. Notable events and personalities in the devel- 
opment of family therapy have been traced through 
the decades. Before the 1940s, this form of treatment 
was virtually nonexistent because of prevailing beliefs 


within American culture that stressed the importance 
of the individual. A further factor prohibiting the devel- 
opment of family therapy was historical tradition. Indi- 
viduals in need of assistance in their relationships 
consulted first with other family members, then with 
clergy and physicians. 

Family therapy grew, however, due to a number 
of quiet but revolutionary events in the culture of the 
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United States, such as growth in the number of women 
in higher education and increased demand for more 
courses in family life. Likewise, the founding of asso- 
ciations (e.g., the National Council of Family Rela- 
tions), the pioneering work in marriage counseling, 
the growth in the role of county home extension 
agents, and the socially disruptive effects of World 
War II influenced the formation of the profession. 

The 1940s saw the formation of the American 
Association for Marriage Counselors (AAMC) and ini- 
tial treatment of individuals with schizophrenia 
through working with their families. The 1950s saw 
the emergence of strong personalities who advocated 
for family therapy, such as Nathan Ackerman, Gregory 
Bateson, Don Jackson, Carl Whitaker, and Murray 
Bowen. Their work was expanded in the 1960s, and 
important new figures who became pioneers at this 
time included Jay Haley, Salvador Minuchin, Virginia 
Satir, and John Bell. In retrospect, all of these profes- 
sionals began their therapeutic journeys in the 1950s, 
but some came into prominence before others. These 
individuals were forceful and at times fearless in their 
promotion of family therapy. Their ideas were seen as 
revolutionary. 

In the 1970s, family therapy began to be seen as 
less radical and more respectable. The AAMFT grew 
rapidly and was recognized by government agencies. 
New journals and books appeared on a range of family 
therapy topics. In addition, established family therapies 
were refined, and practitioners from Great Britain and 
Italy began to have greater influence on the profession 


Summary Table 
FAMILY THERAPY THROUGH THE DECADES 
Before 1940 


Cultural beliefs that stress the individual, the use 
of community resources, and psychoanalytic the- 
ory stymied the development of family therapy. 


Ernest Groves, Alfred Adler, and county home 
extension agents begin teaching family living/ 
parenting skills. 

Abraham and Hannah Stone, Emily Mudd, and 
Paul Popenoe begin to provide marriage coun- 
seling. 


National Council on Family Relations is founded 


(1938). 


throughout the world. Complementing these develop- 
ments was an emerging emphasis on marriage and 
family enrichment, the increasing influence of feminist 
theory in family therapy, and the development of 
assessment techniques geared to families. 

From the 1980s through the first decade of the 
21st century, the number of professionals involved in 
working with couples and families increased. Two 
new associations were established in the mid-1980s: 
Division 43 (Family Psychology) of the APA, and the 
IAMFC, a division of the American Counseling Associa- 
tion. There was and continues to be considerable 
excitement, growth, and federal as well as state gov- 
ernmental recognition and regulation of family ther- 
apy. Electronic media are now pervasive in family 
therapy, as are governmental regulations, such as 
those related to the Health Insurance Portability and 
Accountability Act (HIPAA), and diagnostic manuals 
such as the DSM-5. 

Overall, family therapy appears to be basically 
healthy and growing in the 21st century. More women 
have emerged as leaders, and feminist theory has 
grown in influence and impact to make the entire field 
reexamine itself. As in the 1970s, the proliferation of 
publications, especially online periodicals, in family 
therapy has increased. New theoretical approaches are 
also having an impact, as are international efforts to 
promote family counseling. Health care reform is now 
and will be an issue in the future, as will the growth of 
online therapy, revised ethical codes, and court deci- 
sions concerning marriage and family life. 


1940 to 1949 
The American Association of Marriage Coun- 
selors (AAMC) is established (1942). 


First account of concurrent marital therapy is 
published by Bela Mittleman (1948). 


Theodore Lidz and Lyman Wynne study dynam- 
ics of families with individuals in them who are 
diagnosed with schizophrenia. 

World War II brings stress to families. 


The National Mental Health Act of 1946 is passed 
by Congress. 


1950 to 1959 


Nathan Ackerman develops a psychoanalytical 
approach to working with families. 


Gregory Bateson’s group begins studying patterns 
of communication in families. 


Don Jackson creates the Mental Research Institute 
(1958). 


Carl Whitaker sets up the first conference on 
family therapy at Sea Island, Georgia (1955). 


Murray Bowen begins the National Institute of 
Mental Health (NIMH) project of studying fami- 
lies with individuals in them who are diagnosed 
with schizophrenia. 


Ivan Boszormenyi-Nagy begins work on contex- 
tual therapy. 


1960 to 1969 


Jay Haley refines and advocates the therapeutic 
approaches of Milton Erickson. He moves from 
Palo Alto to join the Philadelphia Child Guidance 
Clinic (1967). 


Family Process, the first journal in family ther- 
apy, is cofounded by Nathan Ackerman and 
Don Jackson in 1961 and edited by Jay Haley 
from 1961 to 1969. 


Salvador Minuchin begins the development of 
structural family therapy at Wiltwyck School and 
continues at the Philadelphia Child Guidance 
Clinic. He coauthors Families of the Slums. 
Virginia Satir publishes Conjoint Family Therapy 
(1964) and gains a national following. 

Carl Whitaker moves to the University of Wiscon- 
sin and begins to write and lecture extensively. 


Nathan Ackerman publishes Treating the Troubled 
Family (1966). 

John Bell publishes the first ideas about family 
group therapy (1961). 

Murray Bowen begins to formulate his theory of 
family therapy. 


General systems theory, formulated by Ludwig 
von Bertalanffy (1934/1968), becomes the basis 
for most family therapy. 

The first state licensure law regulating family 
counselors is passed in California (1963). 
Training centers and institutes for family therapy are 
established in New York, Philadelphia, and Boston. 
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1970 to 1979 


Membership in the American Association for 
Marriage and Family Therapy grows by 777% to 
7,565 members. 


The American Association of Marriage and Fam- 
ily Counselors becomes the American Associa- 
tion for Marriage and Family Therapy (1979). Its 
degree-granting programs are recognized by 
the U.S. Department of Health, Education, and 
Welfare. 


The Journal of Marital and Family Therapy is 
founded (1974). 


The American Family Therapy Academy (AFTA) 
is created (1977). 


Nathan Ackerman dies (1971). 


Families and Family Therapy and Psychosomatic 
Families are published by Salvador Minuchin 
and associates. 

The Family Therapy Networker is created (1976). 


Paradox and Counterparadox is published by 
the Milan Group (1978). 

European family therapists become influential in 
the United States. 


Feminist theorists, led by Rachel Hare-Mustin, 
begin questioning the premises of family therapy. 


1980 to 1989 


New leaders, many of them women, such as 
Monica McGoldrick, Rachel Hare-Mustin, Carolyn 
Attneave, Peggy Papp, Peggy Penn, Cloe 
Madanes, Fromma Walsh, and Betty Carter, come 
to the forefront in the family therapy movement. 


Membership in the AAMFT grows to 14,000. 
Division 43 (Family Psychology) of the American 
Psychological Association (APA) is established 
(1984). 

The International Association of Marriage and 


Family Counselors (IAMFC) is established within 
the American Counseling Association (1986). 
Research procedures in family therapy are devel- 
oped and refined. 


Publications in family therapy increase. The 
Family Therapy Networker reaches a circulation 
of 50,000. 


Multisystemic therapy (MST) is developed to 
address poor outcomes with at-risk adolescents. 
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Through the Public Health Service Act, Title II, 
Section 303(d)(1), family therapy is placed on 
par with psychiatry, psychology, and other pro- 
fessions in seeking federal training grants. 


1990 to 1999 


Family therapy becomes more global as an 
approach to helping others. Solution-focused 
family therapies of deShazer and O’Hanlon and 
the narrative approach of White and Epston 
become popular. 


Other new theories are developed for working 
with couples and families, including construc- 
tionist theories. They challenge systems thinking. 


The Basic Family Therapy Skills Project focuses 
on determining, defining, and testing the skills 
necessary for novice therapists to master, gener- 
ically and specifically. 

The integration and merger of family therapy 
theories occurs, with less emphasis on speciali- 
zation. 


The new epistemology, which involves second- 
order cybernetics, emphasizes positive feedback 
in system transformation. 


2000 to 2009 


Marriage and family therapy becomes a global 
phenomenon, with professional associations in 
countries throughout the world and compari- 
sons made between clinicians such as in Canada 
and the United States. 


The influence and impact of professional asso- 
ciations, such as the AAMFT, IAMFC, AFTA, and 
Division 43 of APA, grow. 


All 50 states and the District of Columbia license 
marriage and family therapists. 


Accreditation of MFT programs grows. 


Health care reform and mental health care pro- 
vider status become increasingly important. 
Research on the efficacy of family therapy with 
different cultural groups increases. 


2010 to the Present 


Professional associations make greater use of 
technology to deliver journals,news, and webi- 
nars to member. 


The AAMFT and the IAMFC revise their codes of 
ethics. 


Online therapy becomes more popular. 


The DSM-5 is published, with the elimination of 
some disorders and the revision and addition of 
others. The new DSM requires family therapists 
to update their knowledge of disorders and 
what insurance companies will reimburse them 
for. 


The U.S. Supreme Court declares the Defense of 
Marriage Act (DOMA) unconstitutional and lifts 
the ban on same-sex marriage within the state of 
California. 


CHAPTER 2 


The Theoretical 
Context of Family 
Therapy 


All those ancestors who now live in me 
through pictures, stories, and memories 
Have come to life collectively 
as I walk the streets of Arlington. 
Some tightly knit together and others estranged 
these men and women politely arrange 
themselves in different groups in my mind 
as I envision 
who they were as persons 
and who they hoped to be. 

In the silence of my stride 
I reflect and quietly meet 
my heritage in the colorful couples 
from whom I am descended. 


Gladding, 2004 


CHAPTER OVERVIEW 
From reading this chapter, you will learn about 


m What factors have generally played a part in defining a family. 

m The significance in family therapy of systems theory, cybernetics, positive and 
negative feedback loops, and linear versus circular causality. 

m How the development of individuals and families overlaps during the lifespan and 
how Erikson’s stages of individual development are related to family development. 

m The six-stage cycle of most middle-class families: (1) single young adult leaving home, 
(2) the new couple, (3) families with young children, (4) families with adolescents, 
(5) families launching children and moving on, and (6) families in later life. 

m The most prevalent factors leading families to seek counseling. 
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m The importance of the fit of the therapist’s life stage with that of the family; the 
influence of the therapist’s ethnic background on working with a family; the influence 
of the unexpected on family life, such as an acute or chronic illness; the effects of 
special-needs children on a family; and the impact of poverty or professionalism on 
a family. 


As you read, consider 


m How the family you grew up in is similar to or different from the open definition 
of a family. 

m The strengths and limitations of systems theory in assessing and working with families. 

m How your family of origin used positive and negative feedback loops to promote 
and prevent behaviors. 

m How you have developed through different dimensions—individual, social, and 
historical—as well as through distinct stages of life. 

m The advantages and difficulties to each stage in the family life cycle. 

m What challenges and opportunities you face in your present stage of life as an 
individual and a member of a family. 

m How your ethnic identity may affect your work as a family therapist. 

m How special or unexpected events may affect families at various socioeconomic levels. 


wo families, the Johnsons and the Jones, live near each other in the suburbs of a 

large city. Each family consist of the maternal grandmother in her late 80s, a mother 

of age 50 years, a father of age 55 years, a daughter of age 17 years, and a son of age 
15 years. The maternal grandmothers die after a long illness on the same day. The Johnsons 
are saddened by the loss, and the father and children comfort the mother and plan for the 
funeral. The Jones have a different reaction. Mrs. Jones becomes hysterical and swears she 
cannot go on without her mother, while Mr. Jones berates her for acting in “a childish man- 
ner.” The children flee the house and go to stay with friends, hoping that the brewing 
storm between their parents will blow over in a few hours. Sadness, anger, and fear are the 
dominant feelings surrounding the death. Chaos reigns. No one plans for the funeral, and 
there is a noticeable absence of empathy, sympathy, and constructive behavior. 

Although this scenario of maternal grandmothers dying simultaneously in parallel 
families is improbable, the reactions of the Johnsons and the Jones are quite real. Some 
families pull together during times of stress or distress, while others seem to disintegrate 
and fall apart. In essence, families have personalities, just as individuals do. They form a 
system that either works well or breaks down. Thus, it is not surprising that society and 
those who work directly with families see them in this way—as interrelated entities. 
Families, like individuals and groups, either flourish or flounder by using or abusing the 
resources they have within them. To understand families better, we first examine the 
nature of families and how they function as systems. 


FAMILIES, SYSTEMS, AND SYSTEMS THEORY 


Families have historically played an important part in the life and development of people 
and nations. The origin of families “dates back to prehistoric times when our hominid 
ancestors developed the original family unit. Although the family has evolved, it has 
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maintained many of its original functions. It produces and socializes children, acts as a 
unit of economic cooperation, gives us significant roles as children, husbands, wives, and 
parents, and provides a source of intimacy” (Strong & DeVault, 1986, p. 4). Furthermore, 
a family provides some of the deepest and most satisfactory emotional experiences of life, 
such as love, devotion, attachment, belonging, fun, and joy (Framo, 1996). The family can 
also be therapeutic, with members listening, sympathizing, assisting, and reassuring each 
other (Sayger, Homrich, & Horne, 2000). 

The early Egyptians considered the royal family so important that they encouraged 
marriage among kin. In Chinese dynasties, family life was crucial to the accrual of power 
and survival of empires; consequently, marriages were arranged. In medieval Europe, 
powerful families such as the Hapsburgs intermarried in order to rule and maintain 
wealth. As a result, certain families enjoyed great success in accumulating wealth and 
power (Klein, 1992), whereas others declined. 

Throughout history, social and economic factors have forced modifications in the 
customs governing family life (Coontz, 2006). Rules have been established and/or aban- 
doned as a result of societal changes from such events as revolutions, economic turmoil, 
or natural disasters. For example, in the late 1800s the United States underwent a major 
transition from an agricultural society to an industrial one. This socioeconomic change 
altered the lives of American families: 


Industrial workers of agricultural backgrounds exchanged their rural “freedom” of 
flexible schedules, lack of control over environmental uncertainties on their work 
effort, and social isolation of rural living for regimented time schedules, lack of 
control over extreme and tedious work conditions, and city living. . . . In large 
measure, this shift resulted in an exchange of independence and economic self- 
reliance for social and economic dependence within families. (Orthner, Bowen, & 
Beare, 1990, p. 18) 


In examining families and how to work with them, a professional must explore his- 
torical, societal, economic, and governmental factors that have had an impact on family 
life over time. “Families do not dance alone or in isolation” from the communities in 
which they reside or from the way they are organized (Stevenson, 1994, p. 39). 


What Is a Family? 


Ideas about the nature of family and how it should be structured vary across cultures and 
are constantly changing (Coontz, 2000, 2008). In the Americas, “families have been chang- 
ing since the first settlers arrived on the shores of the new world” (Bird & Sporakowski, 
1992, p. xiv) and even before that among indigenous people. For some groups, such as 
many European Americans, the family includes only blood-related kin and is “nuclear.” 
For other groups, such as many African Americans, the family tends to focus on a “wide 
informal network of kin and community” (Hines, Garcia-Preto, McGoldrick, Almeida, & 
Weltman, 1999, p. 70). In such cases, the family includes anyone who is psychologically 
connected, such as close, long-term friends (Hines & Boyd-Franklin, 1996). For yet others, 
such as for some Asian Americans, the family includes ancestors and all descendants. The 
definition of a family is not monolithic. It varies according to cultural group. Reaching a 
consensus on what constitutes a family is difficult at best. 

Thus, in formulating a definition of a family, inclusive as well as exclusive elements 
need to be considered. The U.S. Census Bureau (2011d) defines a family as “two or more 


53 


54 


Part 1 ° Foundations of Family Therapy 


people (one of whom is the householder) related by birth, marriage, or adoption residing 
in the same housing unit.” This broad definition includes people who never marry, those 
who marry and never have children, and those whose marriages end in divorce or death, 
as well as a variety of nontraditional family arrangements. In essence, this definition of a 
family is geared toward one’s family of origin, that is, the family in which a person grew 
up. The definition, however, excludes some forms of living arrangements that a number 
of people consider a family too, such as those that include close friends or ancestors. 

In this book, the definition of a family is even broader in order to promote an under- 
standing of the different available forms of family life. A family is considered to be those 
persons who are biologically and/or psychologically related, are connected by historical, 
emotional, or economic bonds, and perceive themselves as a part of a household. In the 
United States and worldwide, families are increasingly formed through nonbiological 
means. By broadly defining a family, one can gain a better appreciation of persons in fam- 
ily units. Greater insight into the ways families govern themselves may also be obtained. 

Overall, families in whatever form they come are characterized by economic, physi- 
cal, social, and emotional functions. There is a dual emphasis on fostering the develop- 
ment of individuals within families and simultaneously offering family members stability 
and protection, as well as preserving the family unit structure (Burr, Hill, Nye, & Reiss, 
1979; Strong & Cohen, 2013). An example of these multiple emphases and what they 
foster can be seen in the Robin family. 


CASE ILLUSTRATION 
The Robin Family 


The Robin family is composed of a father, a mother, a 14-year-old daughter, and a 
10-year-old son. The parents are professors. They recently bought and moved into a 
house close to the university where they work to save on traveling time. The parents have 
a hectic schedule and usually juggle their various work commitments in order to spend 
time with their children. 

All four members of the family rise early every morning so that they are able to 
spend time with each other. To ensure that the children are well behaved and that they 
cultivate good values, the parents share the responsibility of monitoring them. They help 
the children with their homework, and are very involved with their progress at school. 
The parents keep a track of their grades and carefully go through any notes sent by teach- 
ers. They encourage the children to invite their friends over and take an interest in meet- 
ing them to know who their children are socializing with. They also help the children 
arrange for fun meals and movie-watching sessions with their friends at home. The mother 
and father support the children emotionally to make sure that they are comfortable talking 
to them about any topic they want to. 

The parents try to set up their schedule such that at least once a month they can 
take their family out for a short break. The mother and father are also associated with 
many charities and participate in social work with their children to teach the youngsters 
to be helpful and appreciate the life they have. In spite of their busy schedule, the parents 
make time to be with each other at least once a week to enjoy themselves as a couple 
and have interactions beyond sharing responsibilities. Disagreements that do take place 
are sorted out through discussions between the family members. 
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What Is a System, and What Is Systems Theory? 


Although some individuals might consider the Robins in the example just given to have a 
system for living, it is important to define what a system is rather than talk about it in gen- 
eralities. There are a number of definitions, but here a system is defined as an interacting 
set of units, parts, or persons that make up a whole arrangement or organization. Each unit, 
part, or person in the system is affected by whatever happens to others within the arrange- 
ment, the group, or, in this case, the family. This definition is based on the work of Ludwig 
von Bertalanffy (1934, 1968), a biologist, who in the 1940s attempted to explain how 
organisms thrive or die in accordance with their openness or closeness to their environ- 
ments. Von Bertalanffy’s work was a response to the scientific trends of his day that focused 
on reductionism and isolation of elementary units. He sought to “promote unification and 
a focus on the ‘whole’ versus the individual,” in the process placing “greater emphasis on 
organization rather than reduction among the sciences” (Meyer, Wood, & Stanley, 2013, 
p. 163). Individuals were seen in the context of a larger, dynamic system that could evolve, 
adapt to environmental stimuli, and engage in self-preservation. Put succinctly, systems are 
internally interdependent as well as subject to outside forces and changes. 

From von Bertalanffy’s (1969) work, social scientists conceptualized that all living 
systems, such as plants, animals, and even families, operate on a similar set of principles: 


1. The whole is greater than the sum of its parts. 

2. A system is a compilation of subsystems arranged in a hierarchical structure. 

3. Systems adapt self-stabilizing mechanisms to maintain homeostasis and equilibrium. 

4. Systems have the capacity to adapt and change in response to environmental 
conditions. 


Systems Theory 


Systems theory, sometimes known as general systems theory, further elaborates on 
what a system is and how it operates. It focuses on the interconnectedness of elements 
within all living organisms. An organism is defined as a form of life “composed of mutually 
dependent parts and processes standing in mutual interaction” (von Bertalanffy, 1968, p. 33). 
Thus, in a family, members are constantly interacting and mutually affecting one another as 
they are in relationship to each other. When change or movement occurs in any of the mem- 
bers or circumstances that make up the family system, all aspects of the family are affected, 
for better or worse. Thus, the family’s well-being and ability to function are influenced by the 
activity and health of each of its members. Unlike nonliving objects, which are predictable 
and can be manipulated, such as cue balls on a pool table, living substances are more unpre- 
dictable and complex. They have cognitions and emotions that influence their actions. 

Systems theory is the lens through which the majority of family therapists have tradi- 
tionally viewed families. It is around seeing families as systems that most clinicians organize 
their interventions, taking into consideration concepts such as cybernetics, circular causality, 
and feedback. 


Cybernetics and Causality 


The term cybernetics was coined by Norbert Weiner (1948) to describe systems that 
regulate themselves though means of feedback loops. The family stabilizes or changes 
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and maintains its homeostasis (state of equilibrium) through cybernetics. Cybernetics 
can refer to an inorganic system, such as a furnace, or an organic system, such as a fam- 
ily. “The basic elements in a cybernetics system are a receptor, a center and effector, and 
a feedback system” (Nichols, 1984, p. 129). Information comes into the system through 
the receptor (e.g., a person’s ears), which passes it on to the center, where it is amplified 
(e.g., through talk) and carried to the effector, which reacts to it by discharging an output 
(e.g., avoidance or engagement). 

Cybernetics is an especially helpful concept in family therapy “because it introduces 
the idea of circular causality by way of feedback loops” (Nichols, 1984, p. 128). Circular 
causality recognizes that human behavior is complex and always occurs within a system of 
relationships. Therefore, unlike simple interactions between two objects, like a cue stick 
and a cue ball, circular causality describes how complex actions are a part of “a causal 
chain, each influencing and being influenced by the other” (Goldenberg & Goldenberg, 
2002, p. 25). For instance, in circular causality, a man who abuses alcohol and is having 
marital difficulties might say, “I drink because my wife doesn’t trust me.” At the same time, 
his wife may argue, “I don’t trust him because he drinks.” Rather than one behavior caus- 
ing the other to happen, each behavior interacts with the other as both cause and effect. 
This idea is the opposite of linear causality, in which forces are seen as moving in one 
direction with each action causing another. “I move the cue stick and the cue ball strikes 
the other balls on the pool table.” 

In family systems, cause and effect are often circular, like the argument between 
husband and wife just cited. One behavior feeds the other, which continues to feed the 
previous one, and on and on. In this illustration, the circular causes loop back on one 
another. Because family interactions are more complex than a game of pool, it is crucial 
that family therapists use concepts capable of describing and influencing those interac- 
tions. Although linear causality is a useful concept when two or more objects are linked 
together by interactions moving in one direction (A causes B, B causes C, and so forth), 
circular causality offers better insight into the nature of the complicated and intercon- 
nected dynamics of family systems (Figure 2.1). 

Circular causality does not deny the usefulness of linear causality. However, family 
life is usually more complicated than linear causality can explain. There is no one cause 
behind a behavior and no one person to blame or praise for an interaction occurring the 
way it does. Rather, a family’s behavior is a series of moves and countermoves dependent 
on relationships that foster repeating cycles based on the stability or instability of relation- 
ships. Another way to think about this is in terms of the difference between kicking a rock 
and kicking a person. Kicking a rock is linear. The rock moves a certain distance depend- 
ing on how hard it is kicked. In kicking a person, a number of reactions may occur, 
depending on the relationship. These may range from running away to kicking back. 


Linear causality 


> 
Cause Effect 
(before) (after) 


Circular 


causality 


FIGURE 2.1 Linear versus circular causality. 
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Feedback and Feedback Loops 


Feedback refers to the communication process within a system. Feedback loops either 
keep behaviors in check or promote change. If one takes the husband and wife example 
mentioned earlier, taking another drink would be the equivalent of a negative feedback 
loop, which is also called an attenuating feedback loop (or a loop that promotes a 
return to equilibrium). In this case, the wife would continue to be suspicious of her hus- 
band. On the other hand, a decision to stop drinking by the husband may engender some 
trust in his wife and would be seen as a positive feedback loop, which is also called an 
amplifying feedback loop. It would lead to change in the system and possibly to more 
trust and less difficulty in the relationship over time. 

These loops, like a thermostat in a home heating system, allow families a range of 
contractions and expansions of behavior repertoires within certain limits. For example, an 
adolescent who violates her curfew will most likely upset her parents, as pictured in the 
cartoon below. Her actions will result in a negative feedback loop according to which she 
would be grounded for a week in order to establish boundaries and promote homeostasis 
so she would be less likely to break curfew again (Figure 2.2). 


e’ve got 


Please Two hours to set some 
Please late for boundaries. | say 
Please curfew! we ground her, 
be asleep 
already... 


Negative feedback loop 


FIGURE 2.2 Negative feedback loop. 
Illustration by Lindsay Berg. Copyright © 2013 by Lindsey Berg. Used with permission. 
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Goodness, it 
sure is late 
for her to be 
coming home. 


Oh teenagers. 
They have a mind 
of their own. 


What a fun night ! 
lam so late... But 


they didn’t say 
anything last time... 


Positive feedback loop 


FIGURE 2.3 Positive feedback loop. 
Illustrated by Lindsay Berg. Copyright 2013 by Lindsay Berg. Used with permission. 


A contrast to a negative feedback loop would be a family with positive feedback (or 
a loop that promotes change). In such a situation, the adolescent who starts staying out 
late would increase the number of nights she stays out late over time, as seen in the car- 
toon in Figure 2.3. 

“Periodic imbalance is inevitable,” and feedback loops are called into play that 
restore a behavior or escalate one (Goldenberg & Goldenberg, 2013, p. 98). Times of 
change, stability, and homeostasis are temporary. Thus, a major task for families is to 
maintain a balance between steadiness and change. If there is too much perma- 
nence, the family may become stagnant; if there is t00 much change, the family may 
become chaotic. Developmental concerns must be taken into consideration in purposely 
choosing to operate from a positive feedback loop perspective. 

“A major difference between cybernetics and general systems theory is that cyber- 
netics is a more mechanical model. . . . People are not like machines . . . but are active 
and creative, exerting control over their surrounds not only in their motor output, but also 
in perceptual selection and cognitive structuring of their sensory input” (Nichols, 1984, 
p. 129). Viewing families as systems involves recognizing that the relationships formed 
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among family members are extremely powerful and account for a considerable amount of 
behavior, emotion, values, creativity, and attitudes. Moreover, like strands of a spider 
web, each family relationship, as well as each family member, influences all other family 
relationships and all other members (Figley, 1989, p. 4). 

Only when families are seen as systems in which the family members interact with 
each other, the family as a whole, and the external environment can appropriate and last- 
ing interventions take place. Family dynamics impacts individuals, and individuals in turn 
impact the dynamics of the family in multiple dimensions. For instance, the movement of 
each person inside and outside the family environment has an effect on every family mem- 
ber and the way the family functions. The interrelatedness of the family, which is governed 
by rules, sequences, and feedback, is crucial to knowing how to work with families. 


CASE ILLUSTRATION 


Milek and Berrak Tuzman had been married for 25 years when Milek developed brain 
cancer. By the time it was discovered, it had spread throughout his body, and doctors 
gave him just over 1 year to live. The Tuzman household had usually been a gathering 
spot in the New York neighborhood where they lived. However, after the diagnosis 
became known, neighbors stopped coming for visits, and even the Tuzman’s grown chil- 
dren, Besir and Fidan, began spacing their visits further apart. 

To counter their increased isolation, Milek and Berrak strung colorful blinking lights 
around their windows and started visiting their neighbors and children. They brought dif- 
ferent treats, such as breads or fruits, with them every time they made a visit. Soon eve- 
ryone was coming to their house again. 

What do you think of their positive feedback loop strategy? Can you think of other 
ways they might have reversed the isolation they faced from family and friends? 


INDIVIDUAL DEVELOPMENT AND FAMILY LIFE CYCLE DEVELOPMENT 


In addition to understanding that systems, cybernetics, causality, and feedback increase 
insight into the nature of a family, it is important to be aware of individual and family life 
cycles. Understanding the developmental and dynamic nuances of an individual’s life and 
of a family’s life is another crucial step in the process of becoming a family therapist. 


Individual and Family Development 


Development (i.e., predictable physical, mental, and social changes over life that occur 
in relationship to the environment) is a powerful dynamic in individuals and in families. 
The process is often uneven, with alternating times of growth and regression. In examin- 
ing the concept of development, the factors of time and stages must be addressed. 

In the broadest sense, development is a “life course.” As such, it refers to three dif- 
ferent time dimensions in human life: individual time, social time, and historical time 
(Elder, 1975). Individual time is defined as the span of life between one’s birth and 
death. Notable individual achievements are often highlighted in this perspective, for 
example, being recognized as “employee of the year.” Social time is characterized by 
landmark social events such as marriage, parenthood, and retirement. Family milestones 
are a central focus here. Historical time is the era in which people live, that is, the culture. 
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Individual 
time 


Historical 
time 


FIGURE 2.4 Three different time dimensions in human life. 


It consists of forces that affect and shape humanity at a particular point in time, such as 
during economic depression or war. For example, a Vietnam veteran may still be angry 
about government decisions involving the Vietnam War, and a survivor of an economic 
downturn, such as in 2008, may hoard money and be distrustful of banks. In both cases, 
memories influence present lifestyles (Figure 2.4). 

Everyone is influenced by the three dimensions of time, both concurrently and 
sequentially. The term life cycle is used in this text to describe life events. A life cycle rep- 
resents an active way to conceptually picture time in human development because it 
denotes the continuous development of people over time in multiple contexts of their lives. 

Life cycles have been formulated for both individuals and families. Neither people nor 
families develop or interact in isolation from each other or from the society in which they live 
(Schwartz, 1999). Rather, life cycles often juxtapose and intertwine within a particular social 
framework. Such interactions with family members, both living and dead, influence the course 
of life (Bowen, 1978; Okun, 1984). For example, the choice of career and professional devel- 
opment is frequently connected with one’s family life and history (Savickas, 2011). 


CASE ILLUSTRATION 


Life Development Factors in Personal/Family History 


Ada Knapp 


Ada Knapp is a 39-year-old single woman who was named after her maiden aunt, a 
former schoolteacher. At multiple levels, Ada always valued education. She turned down 
dates in college in order to devote more time to her studies. Now her primary focus has 
paid off. She was promoted to be a full professor at a major public university. Her life up 
to this point parallels that of her aunt, who remained single. 
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In examining her life after her latest academic achievement, Ada continues to take 
her cues from the life of her namesake. Yet, she may wonder about getting married or 
adopting a child. If she were to elect either of these routes, she would deviate from the 
life pattern she set in motion. Such a change would not be impossible but would require 
more effort because she has no namesake family role model to follow. 

Still, in her evaluation of where she is now and where she is headed, Ada begins to 
broaden her consideration of possibilities. She thinks of her mother, a businesswoman, 
and of her sister, a physician. Both are married; her mother had two children, and her 
sister now has one. She realizes, as she reflects, that she most likely closed out her 
options prematurely until now, but she still has possibilities, especially considering the 
environment in which she works and her natural gregariousness. 


Individual Life Cycle Development 


Until the 1970s, the word development usually referred to an individual. Part of the reason 
is attributable to the popularization of Erik Erikson’s (1950, 1959, 1968) theory on human 
growth and development. Erikson was a pioneer in describing human life in terms of 
stages, that is, sequential developmental occurrences. Following Erikson’s lead, Daniel 
Levinson (1978), Roger Gould (1972, (1978), Gail Sheehy (1977, 1981), and Bernice Neu- 
garten (1976) proposed adult developmental stages that focus on the individual. Indirectly 
reinforcing this personal emphasis has been the concentration in the helping professions 
on counseling individuals. With the exceptions of social work and marriage and family 
therapy, most helpers have traditionally worked on a one-to-one basis (Gladding, 2013). 

From an individual point of view, people face predictable developmental crises 
(i.e., times of turmoil and opportunity) throughout their lives. These times involve such 
events as aging, retirement, birth, and marriage. The therapist should recognize how peo- 
ple handle and adjust to these events. The early and later phases of life and the tasks that 
are faced during these times result in either failure or success on many levels. Erikson’s 
(1950, 1959, 1968) first five stages of life specifically focus on the formation of the person 
into a competent individual with adequate skills and identity. Each stage is marked by its 
unique challenge/challenges, resulting from biological, psychological, and cultural influ- 
ences. These stages are sequential, with individuals having to achieve a percentage of 
accomplishment in one stage before they can proceed to take on the goals of the next 
(Allen, 1990). The first five stages and their tasks are as follows: 


Stage Age Task 

1. Trust vs. mistrust Year 1 Emphasis on satisfying basic physical and 
emotional needs 

2. Autonomy vs. shame/ Years 2-3 Emphasis on exploration and developing 

doubt self-reliance 

3. Initiative vs. guilt Years 4-5 Emphasis on achieving a sense of competence 
and initiative 

4. Industry vs. inferiority Years 6-12 Emphasis on setting and attaining personal 
goals 

5. Identity vs. role confusion Years 12-18 Emphasis on testing limits and achieving a 


self-identity 
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Gilligan (1982), McGoldrick and Carter (1999b), and feminist family therapists have 
criticized this conceptualization of development because they believe it is centered 
more on men than on women and that it leaves out the importance of relationships and 
connectedness in individuals’ lives. Their points are well made and need to be considered 
in evaluating Erikson’s model. 

The last three stages of Erikson’s developmental scheme are more interpersonally 
based and, until recently, have not been elaborated on much. The processes involved in 
these final stages are intimacy versus isolation, generativity versus stagnation, and integrity 
versus despair. They are tied to and dovetail with family life processes. The satisfaction peo- 
ple receive from intimate relationships goes a long way in influencing what they will do to 
help prepare the way for the next generation. Intimacy and generativity consequently relate 
to the total quality of life and how persons integrate overall life experiences in a healthy or 
unhealthy manner (Allen, 1990). Briefly, these stages can be described as follows: 


Stage Age Task 
6. Intimacy vs. isolation Years 18-35 Emphasis on achieving intimate interpersonal 
relationships 
7. Generativity vs. stagnation Years 35-65 Emphasis on helping the next generation 
and on being productive 
8. Integrity vs. despair Years 65+ Emphasis on integrating life activities and 


feeling worthwhile 


According to Erikson (1968), other factors in addition to the initial achievement of 
identity are also important to the formation and well-being of a family. These factors, 
which typically increase as a person matures, are intimacy, productivity, and integration. 
As individuals grow into adulthood, they are challenged and tested by new conflicts that 
must be mastered. These conflicts come in the form of interactions with others in family, 
leisure, and work settings. For instance, in most families there is some intergenerational 
ambivalence, namely the coexistence of mixed sentiments between the pressure that par- 
ents feel to help adult children and the desire to be freed from their demands and the 
desire of adult children to be independent and yet accept needed assistance. 


Family Life Development 


The family life cycle is the term used to describe developmental trends within the family 
over time (McGoldrick, Carter, & Garcia-Petro, 2011). This model includes all dimensions 
of the individual life course but emphasizes the family as a whole. Inherent in this model 
is tension between the person as an individual and the family as a system. Like other 
models, the family life cycle emphasizes some stages and aspects of life more than others. 
Note that what is considered an appropriate family life cycle is a social/cultural variable. 
Therefore, the family life cycle of many families in the United States outlined here is not 
universally accepted worldwide and is subject to change as society changes. 

The initial version of the family life cycle was proposed by Evelyn Duvall (1977) in 
1956. This model has lost some of its potency over the years as the traditional nuclear fami- 
lies exemplified in it have decreased in number and influence. New models have replaced 
Duvall’s original concept and are more relevant for conceptualizing family life today. Among 
these are the life cycle of the intact middle-class, nuclear family; the life cycle of the single- 
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parent family; and the life cycle of the blended family. The life cycle of the intact middle- 
class, nuclear family is highlighted here, with the realization that numerous families differ. 
McGoldrick, Carter, and Garcia-Petro (2011) outline a six-stage cycle of the intact 
middle-class, nuclear family that begins with the unattached adult and continues through 
retirement. It includes (1) single young adults leaving home; (2) the new couple; (3) fami- 
lies with young children; (4) families with adolescents; (5) families launching children and 
moving on; and (6) families in later life. Each of the stages of this life cycle involves key 
adjustments, tasks, and changes that must be accomplished if the individual, family as a 
whole, and specific family members are to survive and thrive. Not all intact nuclear fami- 
lies go through all of the stages in this model. For those that do, the crucial aspects of their 
lives and the issues they face that might bring them into family therapy are as follows. 


SINGLE YOUNG ADULTS: LEAVING HOME The proportion of single young adults in the 
United States (those 15 years of age and older) is rising. According to the U.S. Census 
Bureau (2009), approximately 30% of the total population in the United States age 15 years 
and older is composed of never-married adults. Never-married single adults, together 
with a large number of divorced, separated, and widowed persons, make single unmarried 
persons a significant part of the adult population in the United States (slightly less than 
half of all people older than age 15 years). Singles at various stages of life have been 
depicted in such popular television shows as Friends and Seinfeld (for young single 
adults) and Golden Girls and Frasier (for older single adults). 

With an increase in singlehood (i.e., being single), lifestyles within society are 
changing, with a greater emphasis on individual events. Societal institutions that have 
been bastions for family-sponsored activities, such as churches, are being reshaped to be 
more accommodating to singles. The field of family therapy must change by necessity in 
response to the steady rise of singles. For instance, the importance of treating the indi- 
vidual from a family systems perspective will take on increased importance. 

Being a single young adult and leaving home is one stage that individual and family 
life cycle theorists both emphasize. A major task of this period is to disconnect and recon- 
nect with one’s family on a different level while simultaneously establishing one’s self as 
a person (Haley, 1980). Developing such an identity—what Murray Bowen (1978) calls “a 
‘solid self’ (i.e., a sense of one’s own beliefs and convictions that are not simply adap- 
tive to others)’—is difficult at best and requires emotional maturity (Gerson, 1995, p. 96). 

Being single requires a person to strike a balance between a career and/or marriage 
ambitions and a desire for personal autonomy. An increasing number of adults in all age 
ranges have in recent years tried to achieve such a balance through cohabitation, that is, 
living together without being married. For instance, in 2012 there were 15.3 million peo- 
ple living with an unmarried partner of the opposite sex, which translates into 6.5% of all 
adults 18 years and older (Jayson, 2012). Compared to earlier times G.e., before the 
1980s), there is increasingly more diversity. For instance, 41% of cohabiting couples have 
children living with them, and 47% are 35 years and older. In addition, there are college- 
age cohabiters, prenuptial cohabiters, “testers” (those less certain than prenuptial cohabit- 
ers of marriage), and alternative cohabiters (those who prefer the sexual, domestic, and 
legal freedoms in cohabiting) (Gold, 2012). 

Cohabitation is prelude to marriage for many young adults and is sometimes char- 
acterized as a “trial marriage,” while for older adults cohabitation is often a “long-term 
alternative to marriage” (Jayson, 2012; Phillips & Sweeney, 2005). Cohabiting relationships 
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tend to be “both more vibrant and more volatile than marital relationships” (Hsueh, 
Morrison, & Doss, 2009, p. 236). The decision to cohabitate has an effect on the lives of 
single adults and other choices they may wish to make. It has positive, neutral, and nega- 
tive aspects to it. On the positive side, it allows adults the freedom to leave a relationship 
that is not working without becoming involved or embroiled in the legal system. It also 
allows more individual freedom for the persons involved in the relationship because there 
is no legal commitment to it. On the neutral side, cohabitation does not seem to have a 
disruptive effect on some cultural and ethnic groups. For instance among African Ameri- 
cans and Mexican Americans, the majority of individuals in these groups who cohabitate 
eventually marry (Phillips & Sweeney, 2005). 

On the negative side, cohabitation can undermine marriage and the parenting of 
children Jayson, 2005; National Marriage Project, 2005). This phenomenon of lower mar- 
ital quality, more negative communication, less dedication, and higher rates of divorce 
after marriage is known as the cohabitation effect (Rhoades, Stanley, & Markman, 
2009). European American couples who cohabitate before marriage are more likely to 
divorce than those who do not (Peterson, 2000b; Phillips & Sweeney, 2005). Research 
suggests that the breakup of these relationships is due to a lack of trust and commitment 
to marriage, a more positive perception about divorce, and simply the fact that the mar- 
riage occurred in the first place, because of the barriers to ending the cohabitation rela- 
tionship, for example, shared mortgage, pet(s), and furniture (Hsueh et al., 2009; Larson 
& Lamont, 2005). Furthermore, in regard to parenting, “children residing with unmarried 
cohabitating parents have been found to have more behavioral problems, poorer school 
performance, and higher levels of psychological distress than children living with parents 
who are married” (Klausli & Owen, 2009, p. 103). 

Another alternative is to remain single, which is now more accepted than ever. Like 
cohabitation, its popularity as a lifestyle appears to be growing. Indeed, “the number of 
never-married men and women [has] doubled or tripled in various age groups since 1970. 
Among people 35 to 39 years old, the rate has more than doubled for women (from 
5 percent to 13 percent) and tripled for men (from 7 percent to 19 percent)” (Carter & 
McGoldrick, 1999, p. 13). At the same time, fewer than 50% of adult Americans are now 
married, compared with a record high of 74% in 1960 (U.S. Census Bureau, 2010). 

Singlehood is a viable alternative to marriage. Indeed, singles are usually the second- 
happiest group (married couples being the happiest), ranking above unmarried couples 
and others. Singlehood can be as fulfilling as marriage, depending on the needs and inter- 
ests of the individual. Being single and mentally healthy requires that individuals establish 
social networks, find meaning in their work or avocations, and live a balanced life physi- 
cally and psychologically. Singles must also develop coping strategies so as not to become 
distressed (Kleinke, 2002). Living a healthy single life requires making adjustments to cul- 
tural demands and realizing that culture is a phenomenon that one must accommodate. 

Major challenges for singles to overcome are internal and external pressures to 
marry. They must also find ways to deal with loneliness. On the other hand, the personal 
freedom to choose one’s actions is a major attraction and benefit to this style of life. 

Issues that are likely to prompt singles to seek family therapy are those connected 
with the following: 


° A weak personal sense of self. 
e An inability to emotionally and/or physically separate from one’s family of origin. 
e A lack of social skills to establish significant relationships with others. 
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Family Reflection: Singlehood is both a transient and a permanent stage of life. It offers many 
opportunities. How have you experienced this stage? How have others you know experienced 
singlehood or having been single? 


THE NEW COUPLE: JOINING OF FAMILIES THROUGH MARRIAGE The new-couple relation- 
ship begins with courtship, the period when individuals test their compatibility with 
another through dating. This process may involve a number of partners before one com- 
mits to marriage. “During courtship, partners are encouraged to present themselves as 
consistently attractive and desirable—while interacting frequently with each other” 
(Ponzetti, 2005, p. 133). Generally, individuals tend to be most comfortable with others 
who are at the same or similar developmental level (Santrock, 2013). Secure men tend to 
become involved with secure women, and anxious women tend to become involved with 
less-committed and more-disengaged men (Lopez, 1995). That is one reason why rela- 
tionships between dissimilar people are prone to frequent breakups. Environmental, psy- 
chological, and situational factors can also hinder people’s adjustment to marriage (see 
Figure 2.5). Nonetheless, “healthy couples appear to be a multidimensional, complex, 
nonsummative unit” (Eckstein, 2004, p. 414). They usually cope well with the transitions 
and challenges of everyday life. 

The early stages of a couple relationship are characterized by idealization. Both 
men and women in marriage initially idealize each other and relate accordingly. This 
phenomenon dissipates to some degree over the course of a marriage. However, some 


1. The couple meets or marries shortly after a significant loss. 
2. One or both partners wish to distance from family of origin. 
3. The family backgrounds of each spouse are significantly different (religion, education, social class, 
ethnicity, age, etc.). 
4. The couple has incompatible sibling constellations. 
5. The couple resides either extremely close to or at a great distance from either family of origin. 
6. The couple is dependent on either extended family financially, physically, or emotionally. 
7. The couple marries before age 20 or after age 30. 
8. The couple marries after an acquaintanceship of less than 6 months or after more than 3 years 
of engagement. 
9. The wedding occurs without family or friends present. 
10. The wife becomes pregnant before or within the first year of marriage. 
11. Either spouse has a poor relationship with his or her siblings or parents. 
12. Either spouse considers his or her childhood or adolescence as an unhappy time. 
13. Marital patterns in either extended family were unstable. 


FIGURE 2.5 Factors that negatively influence marriage. 


From B. Carter and M. McGoldrick, “Issues in marital adjustment,” in The Changing Family Life Cycle: A 
Framework for Family Therapy, 2nd ed. Boston: Allyn & Bacon, 1999:231. ©1999, 1989 Allyn & Bacon. 
Reproduced by permission of Pearson Education, Inc. 
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evidence indicates that individuals who report a high level of marital satisfaction also 
maintain a high level of idealistic distortion about their marriages and spouses: They 
report them to be better than they actually are (Fowers, Lyons, & Montel, 1996). This 
quality of seeing each other positively, or through “rose-colored glasses,” helps married 
couples endure. It is just the opposite of those most likely to divorce, who see each other 
through “fogged lenses” and are cynical and unable to say good things about each other 
(Peterson, 2000a). 

Overall, the new-couple stage of the family life cycle is one of adjustment and adap- 
tation. For example, new couples must learn how to share space and meals, as well as 
work, leisure, and sleep activities. They must accommodate each other’s wishes, requests, 
and fantasies. This process takes time, energy, goodwill, and the ability to compromise. 
For example, Jose must understand that his new wife, Maria, takes longer to get dressed 
than he does. At the same time, Maria must take into consideration that Jose is more 
meticulous about the upkeep of the house than she is. 

It is not surprising that this stage of marriage is one of the most likely times for cou- 
ples to divorce due to an inability of individuals to resolve differences. It is also often 
seen as a time of life when couples experience the greatest amount of satisfaction, espe- 
cially if they later have children (Glenn & McLanahan, 1982). The new couple is free to 
experiment with life and to engage freely in a wide variety of activities. Financial and 
time constraints are the two main limitations for couples at this time. 

Issues that are likely to prompt new couples to seek family therapy are those connected 
with the following: 


e An inability to adjust to living as a couple instead of as an individual. 

e Difficulty with relatives, either family of origin or in-laws. 

e An inability to work through interpersonal issues, such as developing adequate or 
optimal communication patterns. 

¢ The question of whether (or when) to have children (Peterson & Jenni, 2003). 


FAMILIES WITH YOUNG CHILDREN Becoming a parent is a physical, psychological, and 
social event that alters a couple’s lifestyle dramatically. It is a joyful but tough experience 
(Renshaw, 2005). The arrival of a child has an effect on a couple’s lifestyle (e.g., resi- 
dence), marital relationship (e.g., sexual contact), and paternal/maternal stress (e.g., new 
demands) (Hughes & Noppe, 1991). Perhaps during no other time in the family life cycle 
is the necessity of restructuring more evident as couples divide their time and energy into 
parental and partner subsystems (Young, Negash, & Long, 2009). 

When a newborn enters a family, the family becomes unbalanced and even dis- 
tressed, at least temporarily (Cowan, Cowan, & Knox, 2010). Couples have to adjust 
the time they spend working outside the house, socializing with friends, and engaging 
in recreational activities. They also have to arrange between themselves who will take 
responsibility for the child, as well as when, where, and how this responsibility will be 
met. A crucial task in caring for an infant is ensuring that an enduring attachment 
bond is created (Bowlby, 1988). In the process of caregiving, a rebalancing occurs 
between husbands and wives in regard to their investment of time, energy, and focus 
(Carter, 1999). Husbands may be especially confused as to what they should do and 
when because “society today has given fathers confusing expectations” (Renshaw, 
2005, p. 7). 
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After attachment tasks are settled, families with young children must accomplish other 
important undertakings. Those duties connected with meeting the physical and psychologi- 
cal demands involved in having preschool children are among the hardest. These challenges 
become especially great when both partners within a marriage are working outside the 
home. Mothers may especially feel overwhelmed because they still tend to be the primary 
caregiver in most families, even though 75% of them work in the labor force, with approxi- 
mately two thirds of that number having preschool children (Saginak & Saginak, 2005). 

Other aspects of family life in which adjustments must be made include relationships 
with extended family, demands of work, use of leisure, and finances. Often there are 
strains and tension in one or more of these areas. “The strength of the marital bond (i.e., 
marital satisfaction) goes a long way toward mediating stress and time constraints associ- 
ated with the presence of children and work” (Giblin, 1994, p. 50). Overall, as a general 
rule, marital satisfaction tends to go down with each child that is added to a family (see 
Figure 2.6). However, it may be modified as couples adjust (Mattessich & Hill, 1987). 

Issues that are likely to prompt families with young children to seek family therapy 
are those connected with the following: 


e “The fallout that accompanies the necessary reorganization of relationships and 
activities” of the married couple. 
e “The establishment of controls” for a young child (Minuchin, 1995, p. 115). 


FAMILIES WITH ADOLESCENTS Couples who have adolescents must take care of them- 
selves, their relationship, their teenagers, and often their aging parents. Because of the 
squeeze they may be in psychologically and physically, they are sometimes referred to as 
the sandwich generation (Zal, 2002). According to recent statistics, there are “twenty- 
two million families who have at least one person who is a caregiver for an older member 
of the family” (Riley & Bowen, 2005, p. 52), and the National Family Caregiver Associa- 
tion predicts that 59% of the U.S. population will become family or informal caregivers of 
aging adults in the future (Ramlo & Berit, 2013). 


een Stressors - - Strains = Well-Being 


D oO A A QOQ 


Younger couples Family with Family with Older couples 
children adolescents 


Stages: I lI II IV 


FIGURE 2.6 Stressors, strains, and well-being across the family life cycle. 


From P. Mattessich and R. Hill, “Life cycle and family development,” in Handbook of Marriage and the 
Family, M. B. Sussman and S. K. Steinmetz, eds. New York: Plenum Press, 1987:447. Reprinted with kind 
permission from Springer Science and Business Media. 
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Regardless of whether there is an aging parent to take care of or not, this period of 
family life is one of the most active and exciting times in the family life cycle. It is filled 
with turbulence, stress, and demands that vary across families (Ellis, 1986). Some families 
may have trouble setting limits, defining relationships, and taking adequate care of one 
another. Others do just fine because they are better organized, do not have as many 
responsibilities, or have individuals with more congenial personalities. 

The most obvious sign of stress in families with adolescents is seen in the number 
and kinds of disagreements between parents and teens. Increased family conflict and ten- 
sion often occur during the time adolescents are in the family (Renk, Liljequist, Simpson, 
& Phares, 2005; Worden, 1992). The reasons for this increased conflict and tension are 
numerous. 


For one, in families with adolescents, there seems to be a difficulty on the part of par- 
ents to make a distinction between what they want for their youngsters and what their 
youngsters want for themselves. This leads to parents’ unwillingness to let youngsters 
make decisions for themselves even if they are good decisions. (Dickerson & Zimmer- 
man, 1992, p. 341) 


A second reason for the tension in these families is the process of adolescence. At this 
time of life, young adults express more of a desire and an assertiveness to be autonomous 
and independent (Collins, Newman, & McKenry, 1995; Fishman, 1988). Peer groups and 
siblings become more important for them, and parental influence decreases as conflicts 
with parents increase. Yet because adolescents are limited in experience, “they are 
restrained from seeing the multitude of possibilities available to them and are vulnerable to 
others’ ideas . . . [which they] fight against” (Dickerson & Zimmerman, 1992, p. 344). In 
response to this situation, families “must establish qualitatively different boundaries. . . . 
Parents can no longer maintain complete authority” (McGoldrick & Carter, 1982, p. 183). 
Families with adolescents need to facilitate the recognition and acceptance of differences of 
family members and distinguish gender and age differences in parent-adolescent conflict. 
Generally, topics of parent-adolescent conflict include “everyday family matters, such as 
household rules and responsibilities,” as well as “separation-individuation and autonomy 
issues, school-related issues, and the general values held by members of the family” (2005 
Renk et al., 2005, pp. 148-149). Sometimes this leads to fights that are both verbal and even 
somewhat physical. 

If all goes well during this time in the family life cycle, adolescents develop what is 
known as a planful competence, which entails having a reasonably realistic understand- 
ing of their intellectual abilities, social skills, and personal emotional responses in rela- 
tionships with others (Clausen, 1993). No environmental influence in the preadolescent 
years is as important to the development of adolescent planful competence as parenting. 
“Significant influences include parents paying attention to the child, providing intellectual 
stimulation, being supportive rather than abusive, involving the child in decision making, 
and conducting consistent disciplining” (Nurse, 1994, p. 36). Fathers who are as involved 
with their adolescents as are mothers help raise psychologically healthier children who 
exhibit less delinquent behavior and obtain more education (Elias, 1996). 

Parenting may change during this stage as the couple relationship changes. “In the 
early afternoon of life—the forties, usually—many couples’ relationships undergo a kind 
of sea change. [Either] the partners start to move closer, in ways that were not possible 
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earlier in the marriage, or a huge amount of emotional distance begins to develop” (Scarf, 
1992, p. 53). This change is related to the aging process and heightened feelings of vul- 
nerability, “hers, about her desirability and attractiveness; his, about his virility and about 
physical survival itself” (Scarf, 1992, p. 53). If the couple treats each other with tenderness, 
empathy, and understanding, they become stronger partners and comfort each other. If, 
on the other hand, the couple misreads each other and does not understand the physio- 
logical changes occurring, they are likely to be rejecting and hostile toward each other. 

Issues that are likely to prompt families with adolescents to seek family therapy are 
those connected with the following: 


e Conflict between parents and their teenage offspring, such as the setting of limits 
and the expression of opinions. 

e Detachment or anger over the couple relationship as partners age developmentally 
and psychologically and realize that dreams and opportunities are slipping away. 

e Stress and pressure related to adequately balancing the care of aging parents with 
the demands of work and family life (spouse and child/children). 


Family Reflection: Think of your time in childhood and in adolescence. How did your family 
cope with the transition you went through in going from one stage to another? How did you 
experience your family, for better or for worse, during those years? 


LAUNCHING CHILDREN AND MOVING ON As children leave home for college, careers, 
marriage, the military, or other options, parents face the so-called empty nest—life with- 
out child-rearing responsibilities. This time is ideal for couples to rediscover each other 
and have fun together. It is also a stage of vulnerability in which couples may have prob- 
lems over such issues as financial matters, sexual issues, and ways of dealing with in-laws 
and grown children (Henry & Miller, 2004). 

Most middle-aged women at this stage “are likely to be energetically attending 
to their own interests and thankful for the freedom to pursue them at last” (Scanzoni & 
Scanzoni, 1988, p. 535). For some women who have mainly defined themselves as mothers 
and invested heavily in their children, the empty nest can be a time of sadness. In such 
situations, depression, despondency, and divorce may occur (Strong et al., 2008). 

For men, the empty nest usually corresponds to midlife. At this time, men may focus 
on “their physical bodies, marriages, and occupational aspirations,” as well as the new 
changes in the behaviors of their wives (Scanzoni & Scanzoni, 1988, p. 540). Because few 
studies have focused on men and the empty nest period, few data are available on how 
these men feel about the launching of their children. However, factors that correlate 
negatively for the happiness of men at the time of launching children are having few 
children, being older at the time of their children’s leaving, experiencing unsatisfactory 
marriages, and being nurturant as fathers (Lewis, Freneau, & Roberts, 1979). 

In recent years, a trend has developed in which children remain with their families 
of origin for longer periods of time. This failure to leave or their return to the family as 
boomerang children is usually due to financial problems, unemployment, or an inability 
or reluctance to grow up (Clemens & Axelson, 1985). When children do not leave home 
or return home after having left, the result is often increased tension between parents and 
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the young adult. Overall, as pointed out by Haley (1973), pathological behaviors tend to 
surface at points in the family life cycle when the process of disengagement of one gen- 
eration from another is prevented or delayed. 

Issues that are likely to prompt empty nesters to seek family therapy are those con- 
nected with the following: 


e A sense of loss in regard to oneself, a marriage, or the moving out of a child. 
e A sense of conflict with a child who is not becoming independent enough. 
e A sense of frustration or anger with regard to one’s marriage or career ambitions. 


FAMILIES IN LATER LIFE ‘The family in later life is usually composed of a couple in their 
final years of employment or in early retirement. The age range is about 65 years and 
older. This stage of family life can cover a span of 20 or 30 years, depending on the 
health of those involved. Within this stage are substages broken down into two or three 
groups: (1) older adulthood (ages 65-84) and the very old (85 and older) (Gold, 2013b), 
or (2) “the young old (65-74), the old old (75-84), and the oldest old (85 and after)” 
(Anderson, 1988, p. 19). 

A general trend in these families is a physical decline of the individuals related to 
age (a gradual condition known as senescence) (Sharpe, 2003). In such cases depend- 
ence may become an issue (Goldin & Mohr, 2000). In addition, one of the major concerns 
of some members of this group relates to finances. Older couples often worry about 
whether they will have enough money to take care of their needs. This concern is height- 
ened when retirement occurs. It may be especially crucial to men who stop working or 
women who live long lives. 

A second, equally important concern of older couples involves loss: the loss of a 
driver's license, hearing, familiar surroundings (i.e., relocation), or a spouse. This last- 
mentioned loss, that of a spouse, is quite prevalent and can be devastating. Only about 
half of the men and women older than 65 years of age are married; most of the others are 
widowed (U.S. Census Bureau, 2010). Recovering from the loss of a spouse is a difficult 
and prolonged process. It is one that women are more likely to face than men. The 
absence or presence of extended family at such times can make a difference in how one 
adjusts, as can the possibility for recoupling, whether in cohabitation or remarriage (Gold, 
2013a). The preservation of a coherent sense of self in the midst of loss is the best predic- 
tor of psychological and physiological resilience for older adults (Kaufman, 1986). 

A third concern of the aging and their families is chronic illness: 


Among seniors age 65 to 84, arthritis, high blood pressure, and heart disease are most 
prevalent. For people over 85, the risk of cancer and the extent of disabilities increase, 
combined with intellectual, visual, and hearing impairment. Physical and mental deterio- 
ration may be exacerbated by depression and helplessness, reverberating with the anxi- 
ety of family members. (Walsh, 1999, p. 312) Keeping healthy is a major task of this 
group. 


The aging family also has advantages. One of them is being a grandparent or foster 
grandparent. Interacting with their children’s children or other children heightens the sen- 
sitivity of many aging couples and helps them become more aware of the need for caring 
(Mead, 1972). The ability to do what one wants at one’s pace is another advantage of this 
family stage. The family of later life, like the newly married couple, has the most freedom 
to come and go as they wish. Finally, the aging family can experience the enjoyment of 
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having lived and participated in a number of important life cycle events. This is a time 
when couples can reflect on the activities they were too busy with previously. 

Issues that are likely to prompt families in later life to seek family therapy are those 
connected with the following: 


e A lack of meaning or enjoyment related to the loss of actively working or caring for 
children or the death of a spouse. 

e A concern over adjustments in aging, such as diminished energy or facing one’s 
mortality. 

e An inability to establish good relationships with children, in-laws, or grandchildren. 


A summary of family life cycle phases, stages, and crises is given in Table 2.1. 


UNIFYING INDIVIDUAL AND FAMILY LIFE CYCLES 


It would seem difficult to unite individual and family life cycles in more than a superficial 
way. The reason is that, outwardly, stages in the individual life cycle do not always paral- 
lel and complement those within a family’s development (e.g., Erikson, 1959; Gilligan, 
1982; Levinson, 1978, 1986; Sheehy, 1977). The two life cycle concepts are unique because 
of the number of people involved in them, the diversity of tasks required in each, and 
gender distinctions. Yet, the differences in these ways of viewing life may not be as sharp 
or contrasting as they first appear. 

One unifying emphasis of both the individual and family life cycles is the focus 
within each on growth and development. In most types of growth there is “change in the 
direction of greater awareness, competence, and authenticity” (Jourard & Landsman, 
1980, p. 238). Within individuals and families, growth can be a conscious process that 
involves courage, that is, the ability to take calculated risks without knowing the exact 
consequences. When planned strategies and activities are outlined and accomplished as a 
part of growth, persons understand the past more thoroughly, live actively and fully in 
the present, and envision possibilities of the future more clearly. 

A second unifier of individual and family life cycles is that they can both be viewed as 
a system and from the perspective of systems. As noted before, systems theory focuses on 
the interconnectedness of elements within all living organisms, that is, systems. A person 
and a family are each more than the separate parts that compose them. Each is a whole—a 
system—that expresses itself through an organization, rules, and repetitive patterns. 


Family Reflection: In families actions are the result of both circular and linear causalities. Think 
of times in your family when you were growing up when each was prevalent. Give examples. 


A third unifying aspect of the individual and family life cycles is that they are com- 
plementary and competitive (McGoldrick, Gerson, & Petry, 2008). People within each 
cycle go through experiences for which they are usually developmentally ready. For 
example, children enter school at age 5 or 6 years. Most couples become parents in their 
late 20s or early 30s. Likewise, from interacting with their environments, the majority of 
individuals and families become aware of their skills and abilities. For example, from his 
play with peers, an adolescent may realize he is not as gifted an athlete as he previously 
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thought. Similarly, family members may appreciate each other more from having survived 
a natural trauma, such as an earthquake, a flood, a hurricane, or a fire (Figley, 1989). In 
this sense, the challenges and associated work of one life cycle complement the chal- 
lenges and work of the other. 

In the competitive realm, the needs and desires of individuals within the family 
often differ with the needs of the family to sustain itself. For example, a young couple 
might want to visit friends or relatives but be distracted by the demands of their toddler, 
who might prefer running around their host’s house. A second area of conflict involves 
launching young people into the world. Sometimes these individuals are hesitant to go 
and resist leaving home (Haley, 1980). Both the family and the young adults suffer in the 
struggle that ensues. 


IMPLICATIONS OF LIFE CYCLES FOR FAMILY THERAPY 


Life cycles have a number of implications regarding family therapy. Some are subtler than 
others, but all are important. 


Match of Life Cycles Between Family and Therapist 


The “fit” between a family’s and a therapist’s life cycles plays a major role in the process 
of helping a family change. Fit is an ever-changing variable that fluctuates according to 
the ages and stages of all involved in the therapeutic process. If a therapist “brings unre- 
solved issues from a past or current life cycle stage into the clinical work with a family 
that is struggling to navigate the same life cycle stage, predictable problems may emerge” 
(Lerner, 1999, p. 512). Basically, the life cycles of a therapist and family can com- 
bine in three major ways: “(1) the therapist has not yet experienced the family’s stage; 
(2) the therapist is currently experiencing the same stage of the life cycle as the family; 
and (3) the therapist has already been through that stage of the life cycle” (Simon, 1988, 
p. 108). Although each of these global factors presents its unique challenge, specific vari- 
ables have an impact too. “The match between the therapist and the clinical family on 
variables such as race, ethnicity, gender, class, sibling position, and sexual orientation” 
must be considered, for they also “influence the degree to which the life cycle issues 
become emotionally loaded in therapy” (Lerner, 1999, p. 513). 

Particularly problematic areas include the ability to express empathy and under- 
standing and to establish rapport. These difficulties may be especially prevalent in cases 
in which the therapist has not yet experienced the family’s stage of development or lacks 
awareness of matters related to variables such as ethnicity, class, or sexual orientation. 
Contempt, anxiety, or jealousy may interfere with therapists whose life cycles parallel 
families with whom they work or who may be of the same race or gender. On the other 
hand, “fit with families gets a little easier” as therapists get older and past crucial life 
stages (Simon, 1988, p. 110). In such circumstances, families may feel that therapists rec- 
ognize and understand their problems better. However, on the downside, therapists who 
are beyond the life stage of their client families may have difficulties in regard to acting 
too knowledgeable, being out of touch with current realities, dealing with ghosts of their 
own past, and being “distant, cynical, or patronizing” (Simon, 1988, p. 111). 

To compensate for a lack of fit between themselves and the families they are work- 
ing with, therapists of all ages and backgrounds can do several things. First, they can 
work on increasing their sensitivity to particular families and issues with such families. 
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Each family differs, and therapists, regardless of age and background, can usually be 
helpful if they are attuned to the specific concerns of a family. Second, therapists who do 
not ideally fit certain families can have their work supervised. Often, through peer con- 
sultation and clinical supervision, family therapists learn ways to overcome their deficits. 
Finally, a lack of fit can be addressed by continuing education programs that give thera- 
pists greater knowledge and skill in dealing with specific types of families or variables. 


Ethnicity and Life Cycles 


The ethnic background of families influences their concept of life cycles and their behaviors 
in regard to life events. It is important for clinicians to evaluate families in relation to their 
ethnic background and not judge them from a limited cultural perspective (Hines et al., 
1999). For example, different ethnic groups place more value on certain events and rituals 
such as funerals, weddings, and transitions from childhood to adulthood. Types of interac- 
tion dominant in a majority culture, such as among European Americans, may not be consid- 
ered appropriate in a minority culture, such as among African Americans or Asian Americans. 

In therapeutic situations, families become more attuned to their ethnic backgrounds 
and values. In family therapy it is important to encourage families to use their life cycle 
transitions to strengthen individual, family, and cultural identities (Hines et al., 1999). 
Through such a process, families and their members gain a greater appreciation of and 
sensitivity to their heritage and the role of the past in present-day life. 

Family therapists, regardless of their cultural backgrounds, can work with a variety of 
families if they attune themselves to learning about the culture and the circumstances whence 
these families came. Therapists must acquire special skills as well, through both formal train- 
ing and continuing education. Finally, therapists must realize that, regardless of their best 
efforts, gender and ethnicity differences between themselves and their clients may enhance 
or detract from the therapeutic experience, at least initially (Gregory & Leslie, 1996). 


Acute and Chronic Illnesses and Life Cycles 


The onset of an illness in a family member can disrupt life cycles temporarily or perma- 
nently. The person and family may suffer only a mild setback if the illness is acute and of 
short duration. A chronic or progressive illness, such as chronic fatigue syndrome, can 
also change the way life cycle events are experienced (Sperry, 2012). However, an illness 
that is more severe, prolonged, or progressive, such as AIDS, a heart condition, cancer, 
chronic fatigue syndrome, deterioration in an older adult, or a mental disorder, will 
change the way life cycle events and relationships are experienced (Snyder & Whisman, 
2004; Sperry, 2014). In such cases, families can expect changes in the quality of the cou- 
ple and family relationship, roles, and responsibilities. 

Often a chronic illness may wear down a family, leading to a deteriorated condition 
and finally to separation or divorce of a couple (Cloutier, Manion, Walker, & Johnson, 
2002). On the other hand, a chronic illness may, “like any other life challenge, present an 
opportunity for growth” and bring a couple or family closer together (Kowal, Johnson, & 
Lee, 2003, p. 301). Chronic illnesses go through four phases, in which they may 
progress as well as regress (Fennel, 2003). These phases are as follows: 


1. Crisis, in which the “basic task is to deal with the immediate symptoms, pain, or 
trauma associated with this new experience of illness” (Sperry, 2009, p. 180). 
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2. Stabilization, in which the “basic task . . . is to stabilize and restructure life pat- 
terns and perceptions” (Sperry, 2009, p. 180). 

3. Resolution, in which the “basic task is to develop a new sense of self and to seek 
a personally meaningful philosophy of life and spirituality consistent with it” (Sperry, 
2009, p. 180). 

4. Integration, in which “the basic task is to find appropriate employment if able to 
work, to reintegrate or form supportive networks of friends and family, and to inte- 
grate one’s illness within a spiritual or philosophical framework” (Sperry, 2009, p. 180). 


In examining illness and life cycles, therapists must examine the onset of the disor- 
der, its course, the outcome, and its degree of incapacitation, if any (Rolland, 1999). A 
progressive and chronic disease, such as Alzheimer’s disease, can put a major strain on 
caretakers within a family and the family as a whole. The result may be the delay of life 
cycle transitions, such as marriage, and the blockage of unfinished business. On the other 
hand, a heart condition, while putting a strain on the family, may also give family mem- 
bers more of a chance to communicate and bond. 

Therapeutically, it is imperative that those who work with families help them to 
assess present ways of functioning in relationships as compared with past coping strate- 
gies (Rolland, 1999). For example, a therapist may explore with family members how 
they previously dealt with a family illness. Thus, therapists and families may better under- 
stand present behaviors and the individuals within the family unit. Therapists may also 
assist families in resolving the developmental disruptions that occur in dealing with dis- 
eases. There is a growing movement in family therapy to focus on mental and physical 
issues in families (Cloutier et al., 2002; Wynne, Shields, & Sirkin, 1992). To work best in 
this domain and be effective, family therapists must prepare themselves through direct 
educational and supervisory experiences. 


Special-Needs Children and Life Cycle 


Special-needs children are those with disabilities that may or may not become more self- 
sufficient over time. For example, with autism, intellectual or physical delays, chronic 
health conditions, or Down syndrome there may or may not be improvements as the child 
develops. Parental and family adjustments vary widely in connection to these children, 
with a wide variety of coping strategies being displayed (Lightsey & Sweeney, 2008). 

“A multisystems perspective is necessary to understand childhood disability and its 
effects on family life. . . . Child, family, ecological, and sociocultural variables intertwine 
to shape the ways families respond to disability and how they construct their realities, 
cope, and adapt” (Grossman & Okun, 2009, p. 15). Some parents of children with disabil- 
ities experience joy, greater sense of meaning and purpose in life, deeper spirituality, 
increased strength, and more cohesion, sensitivity, and tolerance (Lightsey & Sweeney, 
2008). Others have an opposite reaction. A constant in the lives of these families is the 
stress of dealing with outside systems, such as treatment specialists, as well as the accept- 
ance or denial of “the loss of their dreams of who and what their child is and may 
become” (Grossman & Okun, 2009, p. 15). 

In a family with a special-needs child, parents may modify their work life to devote 
more attention to the needs of the child. They may also modify or renegotiate their relation- 
ship with each other and with other children in the family, if there are any. Furthermore, 
they may make special financial arrangements to ensure that their child is taken care of after 
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they are gone. In essence, the expected life cycle of raising children and launching them is 
put on hold, and the families, especially the parents, organize and reorganize around the 
child with special needs or they pull apart and dissolve—for example, the parents divorce. 


Poverty, Professionalism, and Life Cycles 


As indicated throughout this chapter, individuals and families are affected by economic as 
well as by social factors. Dual-career professional families and low-income families do 
not go through life cycle stages in the same way or at the same rate as other families. 
There is an “extreme elongation of the process of forming the family in the professional 
class and an extreme acceleration in the lower class” (Fulmer, 1988, p. 548). 

Poverty and professionalism have several implications for family therapy. One of 
the most obvious is for therapists to realize that the structure and functioning of these two 
types of families differ (Mansfield, Dealy, & Keitner, 2013). Families in poverty are gener- 
ally larger, more dependent on kin, and maternal. They struggle and are stressed to 
obtain the necessities of life and make ends meet (Brown, 2002). Continuing poverty 


TABLE 2.2 Comparison of Family Life Cycle Stages 
Age Professional Families Low-Income Families 
12-17 a. Prevent pregnancy . First pregnancy 


18-21 


22-25 


26-30 


31-35 


b. Graduate from high school 
c. Parents continue support while permitting 


child to achieve greater independence 


a. Prevent pregnancy 
b. Leave parental household for college 
c. Adapt to parent-child separation 


a. Prevent pregnancy 
b. Develop professional identity in graduate 


school 


. Maintain separation from parental household; 
begin living in serious relationship 


a. Prevent pregnancy 
b. Marriage—develop nuclear couple as separate 


from parents 


c. Intense work involvement as career begins 
a. First pregnancy 
b. Renew contact with parents as 


grandparents 


. Differentiate career and child-rearing roles 
between husband and wife 


b. Attempt to graduate from high school 
c. Parent attempts strict control before pregnancy; 


after pregnancy, relaxation of controls and 
continued support of new mother and infant 


. Second pregnancy 
. No further education 
. Young mother acquires adult status in parental 


household 


. Third pregnancy 
b. Marriage—leave parental household to estab- 


lish stepfamily 


. Maintain connection with kinship network 


. Separate from husband 
. Mother becomes head of own household 


within kinship network 


. First grandchild 
b. Mother becomes grandmother and cares for 


daughter and infant 


From B. Carter and M. McGoldrick, “Comparison of family life cycle stages,” in The Changing Family Life Cycle: A Framework 
for Family Therapy, 2nd ed. Boston: Allyn & Bacon,1999:551. ©1999, 1989 Allyn & Bacon. Reproduced by permission of Pearson 


Education, Inc. 
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pushes fathers away from their children and families because these men are often work- 
ing two or three jobs and are simply not available (Elias, 1996). Regardless of race or 
cultural background, being poor or near poor brings with it a host of factors—chronic 
shortage of money; accumulating debts; low levels of literacy; high rates of unemploy- 
ment; incarceration; substance abuse; depression and domestic violence; poor housing 
and unsafe neighborhoods—that places enormous stress on relationships (Johnson, 2012; 
Ooms & Wilson, 2004). In contrast, families of professionals are generally smaller, 
dependent on hired help, and often more individual or career focused. They can afford 
to buy services and engage in a number of enriching activities. Therefore, their levels of 
mental health and sense of well-being tend to be higher. 

In addition to structural differences, symptom formation differs, with symptoms in 
poor families often connected with sudden shifts and changes in life cycle events, and 
symptoms in professional families often connected with delays in reaching developmental 
milestones. The comparison of family life stages for these two types of families from ages 
12 to 35 years is shown in Table 2.2, as outlined by Fulmer (1988). Therapists must acquaint 
themselves with the issues of both types of families. To be of assistance to each, they must 
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cognitively and psychologically learn to address their unique problems and possibilities. 


Family Reflection: Reflect on families that were different from yours when you were growing up 
or that are different from yours now. How is their life cycle different from yours in regard to, for 
example, marriage, birth, death, entertainment, religious orientation, diet, and recreation choices? 


Summary and Conclusion 


The family is complex and dynamic across time and 
culture, and it can be thought of as a system: an inter- 
acting set of units, parts, or persons that together make 
up a whole arrangement or organization. Each unit, 
part, or person in the system is affected by whatever 
happens to others within the interconnected web of 
relationships. Thus, a system is only as strong as its 
weakest member. Likewise, a system is greater than 
the sum of its units, parts, or members because of the 
dynamic interaction of each with the others. 

Different models of individual and family life 
cycles have been constructed over the years to explain 
the tasks and potential problems of people and family 
units. Erik Erikson first popularized the idea of an indi- 
vidual life cycle through his research and writings on 
the eight stages of life. His work has been praised for 
its innovation but criticized for its limited focus on 
males. The idea of a family life cycle was first proposed 
by Evelyn Duvall only a few years after Erikson’s 
model was introduced. Duvall’s model was based on 
the nuclear family of the 1950s. In more recent years, 
as families in the United States have become more 
diverse, varied models of family life cycles have been 


proposed. The cycles that cover many different forms 
of family life are among the most useful. This chapter 
presented the six-stage model of the intact, middle- 
class nuclear family. This model is used for compari- 
son with other life cycle models, including Erikson’s 
individual life cycle model. 

Individual and family life cycles are constantly 
intertwining. Events in one affect those in the other. 
Individual and family life cycles are similar in their 
emphases on growth, development, and systemic 
interaction. However, they often differ in other ways, 
with individual life cycles focused more narrowly and 
family life cycles focused more systemically. Family 
therapists must be aware of individual issues, as well 
as family issues, that are brought before them. 

As a rule, family therapists should be aware of 
how their individual and family life stages compare 
with those of their clients. They must also be sensitive 
to health, ethnic/cultural, and socioeconomic issues as 
they relate to families. A general systems perspective 
of individuals and families allows for such a broad-based 
view. It permits therapists to observe dynamics within 
the system of the person and family without blaming 
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or focusing on unimportant microissues. Family thera- 
pists can study and receive supervision to overcome 
deficits they may have in regard to issues surrounding 


Summary Table 
FAMILIES, SYSTEMS, AND SYSTEMS THEORY 


What is a family? Families date back to prehis- 
toric times and have played an important part in 
the development of persons and nations. They 
have been influenced by forces of war, econom- 
ics, government, and nature. 


Families must be worked with from a systemic, 
developmental, and cultural perspective. 


Systems Theory, Causality, and Feedback Loops 


Systems theory was developed and refined by 
Ludwig von Bertalanffy. 


A system is an interacting set of units, parts, or 
persons that together make up a whole arrange- 
ment or organization. Each unit, part, or person 
in the system is affected by whatever happens to 
others within the arrangement or organization. 


A system is only as strong as its weakest member 
and is greater than the sum of its members because 
of the dynamic interaction of each with the others, 
and when change occurs in any part of the sys- 
tem, all other parts of the system are affected. 


The notion of circular causality helps counselors 
understand the complex nature of family inter- 
actions. 


Positive and negative feedback loops describe 
ways in which family systems can maintain 
homeostasis or begin to move toward change 
(for better or worse). 


Development is an uneven and powerful factor 
in families. 


Three different time dimensions affect personal 
and family life: individual time, social time, and 
historical time. 


The term “life cycle” is used to describe personal 
and family life development. These two life 
cycles intertwine and are interactive. Dealing 
with them in isolation is artificial. 


a particular type of family. Overall, the family life cycle 
and the variables that compose it are exciting to study 
and complex entities with which to work. 


Individual life cycle development has been pop- 
ularized in the work of Erikson and others who 
describe human life in terms of stages. People 
face developmental crises in each of these 
stages. 


Erikson’s first five stages deal with the formation 
of a person as a competent individual. His final 
three stages are more interpersonally based. 


Developmental theories have focused mainly on 
men but are slowly being formulated for women 
as well. 


The family life cycle is a social/cultural phenom- 
enon that was first proposed by Duvall in 1956. 
It has been modified over the years, and cur- 
rently life cycles are available that describe many 
types of families. 


A family life cycle for middle-class, nuclear fami- 
lies proposed by Carter and McGoldrick (1999) 
outlines the following six stages: 


1. Single young adults—tasks: to develop 
personal autonomy, leave home, establish 
a career, and develop a support group. 

2. The new couple—tasks: to adjust and 
adapt, and learn to share with partner. 

3. Families with young children—iasks: 
to adjust time, energy, and personal 
schedules to take care of child/children, 
self, and other relationships. 

4. Families with adolescents—tasks: to 
physically and psychologically take care 
of self, the couple relationship, child/ 
children, and aging parents and success- 
fully handle increased family tension 
and conflict. 

5. Families launching children and 
moving on—tasks: to rediscover each 
other as a couple, deal with midlife 
events, and encourage their children to 
be independent. 

6. Families in later life—tasks: to adjust 
to aging, loss of a spouse, and decreased 
energy. 
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UNIFYING INDIVIDUAL AND FAMILY LIFE CYCLES 


Individual and family life cycles are characterized 
by the following: 


° Growth and development. 

e Systemic interconnectedness of people. 

° Complementary and competitive experi- 
ences occurring within a societal context. 


IMPLICATIONS OF LIFE CYCLES 
FOR FAMILY THERAPY 


Life cycles impact family therapy through the 
following: 


e The matching or fitting of the therapist’s 
life stage(s) with that of the family. 


e The understanding, or lack thereof, 
between the therapist’s ethnic back- 
ground and that of the family. 

e The influence of the unexpected, such 
as an acute or chronic illness. 

e The effects on the family of having 
special-needs children. 

e The uniqueness of poverty or degree of 
professionalism on the rate of recovery 
and the resources of the family as ther- 
apy progresses. 


Family therapists can overcome developmental 
or systemic handicaps in regard to working with fami- 
lies through education, supervision, consultation, and 
experience. 
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CHAPTER 


Family Types 
and Their 
Functionalities 


Amid the white sterility of intensive care 
and the cries of incubated newborns 
I watch your parents struggle in the quiet realization 
that your life hangs by a thread too thin to sustain it. 
Tenuously you fight to hold onto every breath 
until peacefully, in your father’s arms, 
you give up in exhaustion 
and with a final release, almost like a whisper, 
air leaves your lungs forever. 
Your mother has said her gentle good-byes 
only hours after your birth 
with her dreams turning into nightmares 
as she contemplates her loss in the thought 
of going home to silence. 
Life, like faith, is sometimes fragile 
best personified in newness and simple acts of courage. 


Gladding, 1992a 


CHAPTER OVERVIEW 

From reading this chapter, you will learn about 

m How a family’s form and context play a part in its well-being. 

m A number of different types of families—for example, middle class, military, nuclear, 
multigenerational, blended, and so on. 

sm Qualities of healthy versus dysfunctional families. 

The role that structure, resources, and coping strategies play in healthy families. 
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As you read, consider 


m How you would classify your family according to the major types of families identified 
in this chapter and the reasons for your classification. 

m How healthy and functional was your family of origin. 

m The major coping strategies that your family of origin used and your use of those 
strategies now. 

m What insights you hope to get personally and professionally from studying different 
types of families. 


nly when the therapist takes all of the family’s interactive variables into account 
and examines how each member, along with outside forces, influences the 
whole can he or she design and deliver a useful intervention. 

The therapist must become knowledgeable about the vibrancy of individual and 
family life cycles, too. Families share universal and unique functions. Universally, they 
provide a structure for sexual, reproductive, economic, and educational endeavors. Defin- 
ing and appreciating the global and essential components of families in various contexts 
is critical. This process includes assessing the family’s behavior patterns and the makeup 
and functioning of the family’s subsystems (i.e., smaller units of the family system, such 
as units of parents or children, logically grouped together by age or function). Families 
attend to the specific needs of all or some of their members for better or worse. 

This chapter tackles the task of exploring how a family’s form and context play a 
part in its well-being. Life cycles are examined from both a systemic and a developmental 
perspective. An attempt is made to interconnect aspects of growth and interaction among 
family members. 


TYPES OF FAMILIES 


Many alternative family lifestyles have emerged and are competing for recognition as 
legitimate and healthy lifestyles (Pistole & Marson, 2005). “It no longer makes sense to 
refer to a typical American family life. Accuracy requires us to consider various types of 
families, with diverse organizational patterns, styles of living, and living arrangements” 
(Goldenberg & Goldenberg, 2002, p. 10). Consequently, in discussing the term “family,” 
an appreciation of differences works best. Among the many family forms, the following 
are the most prevalent: 


e Nuclear family: A core family unit of husband, wife, and their child/children. 
The nuclear family has traditionally been seen as the main provider of socialization 
for the young and as a preserver of cultural traditions. This family type has also 
been viewed as the social grouping in which society sanctions sexual relation- 
ships. The traditional nuclear family household is shrinking in both number and 
percentage. 

e Single-parent family: A family that includes one parent, either biological or 
adoptive, who is solely responsible for care of self and child/children (see Chapter 4). 

° Blended (i.e., remarried, step) family: A family created when two people 
marry and at least one of them was married previously and has a child/children (see 
Chapter 4). 
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Other frequently mentioned family forms that are often variations on one of the 
three family forms just cited are as follows: 


° Dual-career family: More than 50% of married couples with families have both 
husband and wife in the labor force (Saginak & Saginak, 2005). These families, in 
which both marital partners are engaged in work that is developmental in sequence 
and to which they have a high commitment, are known as dual-career couples (Gilbert, 
1994). More than one million of these couples “commute,” by which “the spouses 
voluntarily maintain separate homes and live apart in order to accommodate career 
aspirations” (Rhodes, 2002, p. 399). A substantial number of these couples are 
known as DINKs (dual income, no kids). 

Regardless of whether the individuals commute, are child free, or have children, 
balancing their careers and family life can lead to satisfaction as well as conflict. The 
reason is that “a career plays a significant part in one’s role within the family” and 
“a person’s availability to perform certain family functions . . . is directly affected by 
pragmatics such as the hours one is available to family members before and after 
work” (Lara & Kindsvatter, 2010, p. 345). The extent to which participation in one 
domain (e.g., work) affects participation in another domain (e.g., the family) is 
known as spillover (Tennant & Sperry, 2003). Learning new skills, staying flexible, 
and continually assessing and revising work and family life are necessary if dual- 
career couples and families are to become balanced and thrive. 

e Child-free family: Child-free couples are those who consciously decide not to 
have children or who remain child free as a result of chance (such as marrying late) 
or biology (infertility). Approximately 22% of women born in the United States 
between 1956 and 1972 never had children (U.S. Census Bureau, 2000a), and 
approximately 10% of all couples are infertile (American Pregnancy Association, 
2012). Thus, child-free families make up a large percentage of all couples, and their 
number is increasing (Gold, 2013b). As a group, child-free couples have opportuni- 
ties and advantages. They may have less stress, more discretionary income, and 
greater options to serve in the community. However, they may also face pressures, 
and may be stigmatized as “selfish” or “self-absorbed.” Women face these difficulties 
more often than men. They often have resentment, depression, and despair because 
of what is said about them and to them, especially if they wanted to have children 
(Ferland & Caron, 2013; Gold & Wilson, 2002). Child-free couples frequently have 
difficulty as well in mourning the children they never had or in coming to terms 
with the choices they made not to have children (McGoldrick & Walsh, 1999). 

° Special-needs-child/children family: A family with a special-needs child or 
children have many challenges, depending on whether the needs are a result of dis- 
abilities that are intellectual, physical, or both (Grossman & Okun, 2009). Such 
families must continuously interact with outside systems, for example, medical, psy- 
chological, and special services. Parents in these families must also deal with the 
loss of dreams they may have had for their child/children and make modifications 
in their work, as well as in their relationship, to accommodate the child/children. 

Gay/lesbian family: This type of family is made up of a same-sex couple with- 

out children or with children from a previous marriage, adoption, or as a result of 

artificial insemination. Census data suggest that gay and lesbian partners are better 
educated and have higher incomes than heterosexual couples, which partially 
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explains their varied lifestyles. Almost all gay or lesbian couples face some form of 
discrimination and prejudice in the communities in which they live (Johnson & 
Colucci, 1999). However, the emotional qualities that promote satisfaction and sta- 
bility in gay and lesbian relationships are similar to those that promote satisfaction 
in heterosexual relationships (Gottman et al., 2003). (See Chapter 3.) 

e Aging family: An aging family is one headed by someone 65 years old or older. 
The issues related to this family type are health, hardiness (i.e., control or personal 
efficacy), transition to retirement, widowhood, sexual dysfunction, dealing with 
adult children, grandparenting, imparting wisdom, and the long-lived nature of the 
marriage (Gold, 2013b; Walsh, 1999). Aging families are involved with the launch- 
ing or relaunching of their adult children and sometimes with the care of their 
grandchildren. 

e Multigenerational family: This type of family is made up of households that 
include a child, a parent, and a grandparent (Harrigan, 1992). By the year 2020, 
many North American families will consist of at least four generations (Goldenberg 
& Goldenberg, 2002). Two factors—the economy and medical advances—are influ- 
encing the increase in the number of these families. Of interest, research has shown 
that in multigenerational households in which there is a grandparent, greater grand- 
parent involvement with adolescents in such families is associated with fewer emo- 
tional problems and with more prosocial behavior (Attar-Schwartz, Tan, Buchanan, 
Flouri, & Griggs, 2009). Grandparent involvement is more strongly associated with 
reduced adjustment difficulties “among adolescents from lone-parent and step-parent 
families than those from two-parent biological families” (p. 67). 

e Grandparent-headed family: The total number of children younger than 18 years 
living in the United States in 2010 was 74 million, of which approximately 5.4 million 
lived in grandparent-headed households (U.S. Census Bureau, 2010). Most of the 
grandparents taking care of their children’s children were doing so as a result of 
“their own child’s divorce, substance abuse, neglect or abandonment of parenting 
duties, teenage pregnancy, HIV/AIDS, unemployment, incarceration, or mental 
health problems” (Adams, Hinton, & Grames, 2007, p. 18). As a group, grandparent- 
headed families tend to reside in urban areas and are poor. 

° Military family: More than two million individuals serve in the U.S. armed 
forces at any one time. Many of them are married and have children. Military fami- 
lies face special problems due to the nature of the work military personnel perform 
and the frequency of moves that military families have to make (Hall, 2008). Every 
few years military families face the challenge of finding support, making adjust- 
ments, and building or rebuilding relationships and a sense of community (Castro, 
2006; Kay, 2003). Military families also live with the uncertainty of how the unfold- 
ing of world or national events may have a direct impact on one or more family 
members, for example, their being deployed to dangerous overseas duty (Pavlicin, 
2003). In addition, military families face issues that dual-career couples and single 
parents encounter but often in a more intense or crisis-oriented manner (Bowen & 
Orthner, 1990). Overall, working with military families involves three components: 
the military, the service member, and the spouse/family (Everson & Figley, 2010). 


A special challenge for military families is adjusting and readjusting to life after one 
or more members served in a combat zone. Military personnel often return from combat 
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with one or more of the following: “post-traumatic stress, anxiety, depression, substance 
abuse, relational disorders and physical injury and disability, such as traumatic Brain 
Injury” (Patterson, 2009, p. 38). Helping the individual and the family deal in a healthy 
and holistic way with these conditions is a particularly difficult challenge. 


Family Reflection: What kind of family did you grow up in? How did it function? How was it 
similar to other families you knew? How did it differ? What kind of family do you live in now? 


QUALITIES ASSOCIATED WITH HEALTHY 
AND DYSFUNCTIONAL FAMILIES 


In Chapter 1 of Anna Karenina, Leo Tolstoy wrote, “All happy families resemble one 
another; each unhappy family is unhappy in its own way” (Tolstoy, 2013, p. 1). His state- 
ment is as true today as when he wrote it, except that healthy, happy families and dys- 
functional and unhappy families may change over time. The reason is that the family is a 
living system, and, like all living systems, it encounters times of tranquility and times of 
turmoil. Its well-being and growth are connected to both. Thus, while the qualities of 
healthy families are similar, families change with the times. It is difficult for a family to 
always function in a healthy way. Family stressors, both expected and unexpected, influ- 
ence family structure and functionality. Coping strategies for dealing with family stress are 
needed. The implications of health (especially mental health) in working with families 
cannot be overstated. 

Family life is constantly changing, and what is considered functional and healthy in 
one era is not necessarily seen the same way later. In the 1890s, widespread agreement 
existed among middle-class European Americans within urban centers in the United 
States that a healthy and functional family was patriarchal (Footlick, 1990). Fathers were 
breadwinners and rule makers; mothers were bread makers and caregivers. This type of 
picture is still attractive to some people and was represented in television shows from the 
1950s and 1960s such as Ozzie and Harriet, Leave It to Beaver, The Donna Reed Show, 
and Father Knows Best (Pistole & Marson, 2005). 

Realistically there are, and always have been, other kinds of functional families and 
family-like arrangements (Coontz, 2000, 2008). What were considered nontraditional fam- 
ily forms (e.g., single-parent, dual-career, blended, egalitarian, and extended) now out- 
number nuclear families and have been depicted in television shows from the 1970s to 
the present such as Murphy Brown, The Cosby Show, The Gilmore Girls, 7th Heaven, and 
Frasier (Pistole & Marson, 2005). 

Regardless of form, the health of a family varies over its life span. The fact that a 
family is healthy or strong at one stage of its existence is no guarantee that it will remain 
that way (Carlson & Fullmer, 1992; McGoldrick, Carter, & Garcia-Preto, 2011; DeFrain, 
Cook, & Gonzales-Kruger, 2005). Achieving and maintaining health demands constant 
work for members of a family unit, as well as for the family as a whole. 

Numerous events can throw families into new or unexpected ways of functioning. 
When such events occur, family relationships are altered, and the family as a whole is 
shaken up. “Destabilizing events create stress to which family systems can react in differ- 
ent ways. Some systems respond by transforming the rules under which they operate, 
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thereby allowing new, more functional behaviors. In other systems, rather than changing 
shape, a medical or psychological symptom emerges” (Fishman, 1988, p. 15). For exam- 
ple, “the onset of episodes of depression and anxiety may be precipitated by a buildup of 
stressful life events” (Hickey et al., 2005, p. 171). Healthy families reorganize their struc- 
ture and relationships to accommodate new circumstances. For instance, they may increase 
their social support from their families and friends and thus facilitate their problem-solving 
ability and enhance their communication with one another (Hickey et al., 2005). This type 
of readjustment keeps these families from becoming chaotic (Cuber & Harroff, 1966). 

From a healthy systems perspective, families are continuously changing and recon- 
stituting themselves to meet environmental needs or demands. Families that stay strong 
are open, appropriate, and self-regulating. They have member interactions that are pro- 
ductive, and they interact positively within larger social systems as well, for instance, 
government, educational, and religious entities. 


Qualities of Healthy Families 


Studies reveal that healthy and functional families in virtually all cultures are able to adapt 
to change, set appropriate boundaries, develop relationships through open communica- 
tion, promote responsibility, express confidence in themselves and their children, and are 
optimistic about their future (Cutler & Radford, 1999; DeFrain et al., 2005). For example, 
Sandhya (2009) found that urban Indian Hindu couples who reported being happy in 
their marriages generally agreed with each other, enjoyed each other’s company, were 
empathic, felt validated, were supported, and reported that their expectations had been 
fulfilled. Although feelings and behaviors like those just described would indicate well- 
being and strength, there is still disagreement as to all of the qualities of ideal healthy 
families and couples. A fundamental disagreement exists over what the word health 
means. Health is an interactive process associated with positive relationships and out- 
comes (Wilcoxon, 1985). In families, health involves ethical accountability, such as pro- 
moting good relationships and balancing the give and take among members 
(Boszormenyi-Nagy & Ulrich, 1981). Most families experience times of both healthy and 
unhealthy interactions during the family life cycle. 

One cannot assume, however, that healthy individuals necessarily come from contin- 
uously healthy families (Wolin & Wolin, 1993). Highly resilient individuals who overcome 
adversities do well in life (Walsh, 1995). However, being in a healthy family environment is 
an advantage for learning productive relationships and is more helpful than not. 

As a group, healthy families have a number of characteristics in common. Families that 
are most successful, happy, and strong are balanced in a number of ways. They seem to 
know what issues to address and how to address them. Furthermore, they do not operate 
from an extreme cognitive or emotional framework. They exert the right amount of energy 
in dealing with the matters before them, and they make realistic plans. Overall, in families 
with a sense of well-being, multiple forces and factors interact in complex but positive ways. 

One of the most vital factors underlying a healthy family is the strength and health 
of the marital unit (Beavers, 1985; Lavee, McCubbin, & Olson, 1987). A healthy marriage 
“appears to be a multidimensional, complex, nonsummative unit” (Eckstein, 2004, p. 415). 
It is intimate, flexible, and even synergistic (Olson & Olson, 2000). In such a relationship, 
partners adapt to and promote the individual growth of each other because they are 
healthy to begin with. Such couples get along and work at keeping the marriage exciting 
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and open. They are able to be in touch with and express a wide array of emotions, com- 
municate clearly, and are equalitarian and mutually supportive. “Individuals who are suc- 
cessful in their intimate partnerships are willing to make sacrifices and report satisfaction 
about sacrificing itself” (Stabb, 2005, p. 440). 

Many of the characteristics that distinguish healthy couples from dysfunctional ones 
also separate well-functioning families from those that function poorly (McCoy, 1996). 
According to research (DeFrain et al., 2005; Krysan, Moore, & Zill, 1990; Stinnett & 
DeFrain, 1985), healthy families exhibit the following characteristics: 


e Commitment to the family and its individuals. 

° Appreciation for each other (i.e., a social connection). 

e Willingness to spend time together. 

° Effective communication patterns. 

e High degree of religious/spiritual orientation. 

e Ability to deal with crisis in a positive manner (i.e., adaptability). 
e Encouragement of individuals. 

* Clear roles. 


The following sections address these characteristics, along with the importance of 
structure and development within families. 


COMMITMENT At the core of healthy family functioning is the idea of commitment. “In 
strong families, members are devoted not only to the welfare of the family but also to the 
growth of each of the members” (Thomas, 1992, p. 62). A commitment to the family is the 
basis for family members giving their time and energy to family-related activities. 

Commitment involves staying loyal to the family and its members through both 
good and adverse life events. It is based on both emotion and intention. Couples and 
individuals who have not thought through their commitment to one another or who are 
ambivalent about how committed they are have difficulty staying in a marriage and work- 
ing with each other. The result is often infidelity (Pittman, 1991), which makes matters 
worse and increases the odds for marital distress, conflict, and divorce (Allen, Rhoades, 
Stanley, Loew, & Markman, 2012). 


APPRECIATION The commitment that family members have toward one another is 
strengthened when they verbally or physically express their appreciation. In healthy fam- 
ilies, “the marital partners tend to build the self-esteem of their mates by mutual love, 
respect, [and] compliments” (Thomas, 1992, p. 64). Other family members do likewise 
with each other. They avoid fights that take the form of personal attacks or violence 
(Wills, Weiss, & Patterson, 1974). 


WILLINGNESS TO SPEND TIME TOGETHER Healthy families spend both quantitative and 
qualitative time together. “The time they spend together needs to be good time; no one 
enjoys hours of bickering, arguing, pouting, or bullying. Time also needs to be sufficient, 
quality interaction isn’t likely to develop in a few minutes together” (Stinnett & DeFrain, 
1985, pp. 83-84). 

Events that encompass both qualitative and quantitative time abound. They range 
from family picnics to overnight campouts, to vacations, to special nights out that involve 
entertainment such as a play, sports event, or concert. They also encompass rituals and 
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traditions such as celebrating birthdays and anniversaries, engaging in family interactions 
at mealtimes, and observing rites of passage together, such as graduations, weddings, and 
funerals (Giblin, 1995). The idea behind spending time together is sharing thoughts, feel- 
ings, and identities. In the process, family members come to think of themselves as a 
cohesive unit and not just a random group of individuals. 


EFFECTIVE COMMUNICATION PATTERNS “Communication is concerned with the delivery 
and reception of verbal and nonverbal information between family members. It includes 
skills in exchanging patterns of information within the family system” (Brock & Barnard, 
1999, p. 36). When families are healthy, members attend to the messages from one 
another and pick up on subtle as well as obvious points. Within these families there is 
support, understanding, and empathy (Giblin, 1994). There is no competition for “air 
time” or silence. Messages are sent and received in a sensitive or caring manner. On the 
other hand, members of dysfunctional families tend to either withhold or not verbalize 
their feelings, wants, likes, and dislikes with each other (Ferreira & Winter, 1968). 

Brock and Barnard (2008) delineated characteristics of optimal family communica- 
tion situations. They stated that in the best of circumstances, communication within fami- 
lies is of high volume and includes seeking and sharing patterns. The messages between 
family members are clear and congruent. In addition, healthy families deal with a wide 
range of topics and are open to talking rather than remaining silent. When conversations 
are difficult, family members try to steer them in positive directions through the use of 
humor, soothing comments, or changes of the subject. This process is known as “repair.” 
When there is conflict, these families seek to work it out through discussion rather than 
“damping,” that is, making hurtful comments even when others are clearly trying to be 
positive (Glenn, 2003). Healthy family members seek to problem solve. They are more 
likely than not to communicate in a positive tone. 


Family Reflection: Family communication is both qualitative and quantitative in nature. As you 
reflect on your family when you were growing up and your present relationships, what com- 
munication characteristics just described were/are most prevalent? How has that affected you? 


RELIGIOUS/SPIRITUAL ORIENTATION A religious/spiritual orientation to life is a character- 
istic of “the vast majority of the world’s families” (Prest & Keller, 1993, p. 137). Involve- 
ment in the religious/spiritual dimension of life also correlates with an overall sense of 
marital and family health and well-being. Spiritual beliefs and practices help families to 
cope and be resilient, as well as to find meaning and moral principles by which to live 
(Griffith & Rotter, 1999; Walsh & Pryce, 2003). For example, spirituality in terms of beliefs 
and actions appears to be an integral part of how couples respond to stressful life situa- 
tions such as adaptation to diabetes (Cattich & Knudson-Martin, 2009). According to 
research, religion and spirituality have traditionally played an important part in the lives 
of some groups more than others. For example, collective faith was the cornerstone by 
which African Americans were supported and sustained from the oppression of slavery to 
the Civil Rights movement (Hampson, Beavers, & Hulgus, 1990, p. 308). 

An orientation still exists toward the religious/spiritual in regard to both organized 
and unorganized efforts. The elderly and adolescent, to say nothing of those in middle 
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age, are frequently involved in life matters that can best be described as religious/spiritual 
(Campbell & Moyers, 1988). In addition, members of families often deal as a group with 
religious/spiritual questions during certain events, for example, deaths, births, and mar- 
riages. Couples who share a common faith or orientation toward religious matters and 
who are intrinsically motivated in their religious/spiritual orientation report more satisfac- 
tion in their relationships than those who are divided on these issues (Anthony, 1993). 


ABILITY TO DEAL WITH CRISES IN A POSITIVE MANNER A number of different types of 
crises affect families over their life span. Usually the most common type of crisis is an 
expected event. An expected event is one that is predictable and actually occurs, for 
example, leaving one’s family of origin to make a life for oneself, finding employment, or 
getting married. In these situations the general nature of the event is known, but the spe- 
cifics are always unique, hence the crisis. Families that function well in these times use 
such coping strategies as negotiating, seeking advice from those who are more experi- 
enced, rehearsing, using humor, and expressing emotions to deal with such transitions 
(Anderson, Goodman, & Schlossberg, 2012). 

There are also nonevents, which are passive in the sense that they are events that 
do not happen as envisioned or expected (Anderson, et al., 2012). Examples of a none- 
vent might be the failure of a couple to have healthy children or to reach their financial 
goals in life. In such circumstances, families are thrown into a crisis that may or may not 
be recognized by others. Healthy families deal with these situations by expressing their 
emotions and supporting one another. 

Finally, there are ambiguous losses, which Betz and Thorngren (2006) charac- 
terize in two ways: (1) “when a person is physically absent yet psychologically present” 
(p. 359), such as a child given up for adoption, a soldier missing in action, or a divorced 
father who no longer lives with his children, and (2) “someone being physically present 
but psychologically absent” (p. 359), such as a mother slowly deteriorating with 
Alzheimer’s disease, a brother who is abusing alcohol, or a husband who is consumed 
with work. Healthy families acknowledge and define these losses, recognize that they are 
not in control of most of them, and seek available resources for dealing with them in 
planned, meaningful, and productive ways. 


Family Reflection: Ambivalent losses are not overtly acknowledged by most families, but never- 
theless they are powerful. Where have you seen such losses in your family or in families you know? 
What were the results? What coping strategies were used by those involved? How did they work? 


ENCOURAGEMENT OF INDIVIDUALS Because families work as systems, they are only as 
strong as their weakest members. It behooves families to encourage the development of 
talents and abilities within their individual members. Such a process is generally done 
systemically and is carried out over the family life cycle (McGoldrick, Carter, & Garcia- 
Preto, 2011). 

Encouragement is especially important at certain times in the life cycle. Among the 
most crucial times encouragement is needed are the following: 


e With school-age children as they engage in the educational process. 
e With adolescents as they cope with physical changes and peer groups. 
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e With young adults as they move from their parents’ houses into their own psycho- 
logical and physical spaces filled with dreams and possibilities (Lambie & Daniels- 
Mohring, 1993). 


CLEAR ROLES Roles are prescribed and repetitive behaviors involving a set of reciprocal 
activities with other family members (Steinhauser, Santa-Barbara, & Skinner, 1984). Roles 
in healthy families are clear, appropriate, suitably allocated, mutually agreed on, inte- 
grated, and enacted (Minuchin, 1974). Some roles are necessary, such as the provision of 
material resources. Others are unique and/or unnecessary, such as the acquiring of coins 
for a coin collection. 

The exact roles within families are determined by such factors as age, culture, and 
tradition. Healthy families strive to make roles as interchangeable and flexible as possible. 


CASE ILLUSTRATION 


Ten-year-old Reena is the middle child of a family, with a workaholic father and an authori- 
tarian mother. Recently, several changes have been noticed in Reena. She now spends a lot 
of time on household chores although the mother does not expect any of the children to 
help around the house. Whereas her 16-year-old elder sister and 4-year-old younger brother 
are doing very well academically, Reena’s grades have started falling. Her teachers report that 
Reena often breaks down and cries during exams. However, her mother has noticed that 
even though Reena has lost interest in schoolwork, her crafts and drawings have improved. 

Reena does not like to be questioned about her academic performance and cannot 
offer any explanation for her deteriorating grades. There is also a marked change in 
the age group of her playmates—she prefers to play with younger children. She has 
become very caring towards her brother and tries to help him with his daily activities. On 
the other hand, she seems to be disconnected from her elder sister. 

What role do you think Reena plays in her family? What role does her family 
want her to play? How do you think the family might help Reena to change roles? 


GROWTH-PRODUCING STRUCTURE AND DEVELOPMENT PATTERNS Healthy families are 
organized in a clear, appropriate, and growth-producing way (Lewis, Beavers, Gossett, & 
Phillips, 1976; McGoldrick, Gerson, & Petry, 2008; Napier & Whitaker, 1978). There are 
no intergenerational coalitions (e.g., members from different generations, such as a 
mother and daughter, colluding as a team) or conflictual triangles (e.g., two individuals, 
such as a mother and father, arguing over and interacting in regard to a third person, such 
as a rebellious son, instead of attending to their relationship) as the basis for keeping the 
family together. Instead, parents are in charge (or, in the case of single-parent families, 
the single parent is in charge). Subsystems, such as those composed of family members 
logically grouped together because of age or function (e.g., parents), carry out needed 
tasks (e.g., parenting). Because the structure is clear, so are the boundaries (physical and 
psychological lines of demarcation), and growth can take place. When a family member 
steps out of bounds, family pressure brings him or her back into line. This process takes 
place through negative feedback in order to maintain homeostasis—the tendency to resist 
change and keep things as they are. For instance, if a teenager does not do his chores, the 
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parents may scold him and make him do twice as many tasks as were originally expected 
before he is allowed to go out with friends. 

Other salient features of healthy families that center around structure are those con- 
nected with the formation and display of symptoms. Some individual dysfunctions, such 
as depression (Lopez, 1986), career indecisiveness (Kinnier, Brigman, & Noble, 1990), 
and substance abuse (West, Hosie, & Zarski, 1987), are related to family structure. In 
these situations, families are usually too tightly or too loosely organized, a matter that is 
discussed more fully later in this chapter. 


FAMILY LIFE STRESSORS 


Stress is a part of every family’s life. As with individuals, families attempt to keep stressful 
events from becoming distressful, that is, overwhelming to the point that the family can- 
not function (Selye, 1976). They do this through a variety of means, some of which are 
healthier (such as planning ahead) than others. Sometimes families cope with stressors 
according to whether they are prepared to deal with the situations or not. 

Family stressors can be placed into two categories: vertical and horizontal (see 
Figure 3.1). Vertical stressors are those that bring past and present issues to bear 
reciprocally, such as family attitudes, expectations, secrets, and legacies. These stres- 
sors are historical and inherited from previous generations. They are the cards family 
members were dealt. Horizontal stressors are aspects of life that relate to the present, 
such as cohabitation or marriage at an early age, teenage pregnancy, and financial 
security (Coleman, 2011). They are developmental and unfolding. Many are predictable 
and expected, including life cycle transitions (i.e., the transition from one stage of 
life to another, such as going from being a new couple to being a couple with a new 
child). Others are unpredictable, such as an untimely death, chronic illness, or the loss 
of a job. 

The occurrence and impact of some developmental stressors can be predicted for 
the future. For example, the structure of the family and its vertical and horizontal stressors 
shift over time. This transition occurs in several ways, but one prevalent way is with the 
addition of an extra generation to the life of the family (e.g., having aging parents come 
to live with their grown children). Such a change tilts the family as a whole from a more 
horizontal to a more vertical emphasis. Likewise, if couples in the United States continue 
to have fewer children, “individuals in upcoming generations will have fewer siblings and 
cousins (horizontal dimension) and more relatives in the older generations (vertical 
dimension). . . . Divorces and remarriages by children may multiply the vertical lines of 
the family” (Shields, King, & Wynne, 1995, p. 141). 

Overall, the vertical/horizontal model of family life stressors is systemic and in line 
with how most family therapists view families. Stressors occur on sociocultural, political, 
religious, economic, and community levels. However, families are unique in their timing 
of transition events. Families plan for their children to grow up, leave home, and start 
families, but British American families usually expect a much faster shift in these events 
than Italian American families. Anticipating when events may happen helps family mem- 
bers to prepare mentally and physically for changes. Sometimes family life stages and 
individual life stages complement each other (Bowen, 1978); at other times, families and 
individuals may become distressed and dysfunctional because of the environment in 
which they live. 
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Vertical Stressors 

Racism, sexism, classism, 
ageism, homophobia, 
consumerism, poverty 

Disappearance of community, 
more work, less leisure, 
inflexibility of workplace, no 
time for friends 

Family emotional patterns, 
myths, triangles, secrets, 
legacies, losses 

Violence, addictions, ignorance, 
depression, lack of spiritual 
expression or dreams 

Genetic makeup, abilities and 
disabilities 


Systems Levels 

Sociocultural, political, economic 

Community: neighborhood, work, 
friends, religions, organizations 

Extended family 

Immediate family 

Individual 


Larger Society 


Time 


Horizontal Stressors 
Developmental 

a. Life-cycle transitions 

b. Migration 
Unpredictable 

a. Untimely death 

b. Chronic illness 

c. Accident 

d. Unemployment 
Historical Events 

a. War 

b. Economic depression 

c. Political climate 

d. Natural disasters 


FIGURE 3.1 Flow of stress through a family. 


From B. Carter and M. McGoldrick, The Expanded Family Life Cycle, 3rd ed. Boston: Allyn & Bacon, 
Fig. 1.1, p. 6. ©1999, 1989 Allyn & Bacon. Reproduced by permission of Pearson Education, Inc. 


Expected Life Stressors 


Families can expect a number of stressors regardless of their level of functioning. As indi- 
cated, some are developmental stressors (i.e., age and life-stage related), and others 
are situational stressors (i.e., interpersonal, such as dealing with feelings) (Figley, 
1989). Some stressors are related to present events, such as work, school, and social func- 
tions (Kaslow, 1991). They include unemployment, illness, sexual difficulties, and transi- 
tion to parenthood. Others are more historical in nature (i.e., they relate to family life 
heritage), such as unwanted influence of family or friends. 

When surveyed, family members frequently cite prevalent stressors in their families 
as those associated with (1) economics and finances, (2) children’s behaviors, (3) insuffi- 
cient couple time, (4) communicating with children, (5) insufficient personal time, and 
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(6) insufficient family play time (Curran, 1985). Clearly, some of these everyday stressors 
deal with deficiencies, such as not having enough time. In these types of stress situations, 
families can resolve problems by planning ahead, lowering their expectations, or both. 
They are then better able to cope. The flip side of this solution-based stress relief is that 
families and their members may experience stress from not accomplishing enough of 
what they planned and from overscheduling family calendars. 


Unexpected Life Stressors 


Some family life situations take family members by surprise or are beyond their control. 
If life events come too soon, are delayed, or fail to materialize, the health, happiness, and 
well-being of all involved may be affected (Anderson et al., 2012). For example, the preg- 
nancy of an unwed teenager may result in a number of reactions. Intensified emotionality 
and/or behavioral disorganization in families and their members are likely to occur as a 
result (Roberto, 1991). 

Timing is crucial to the functioning of families and their members, especially when 
dealing with the unexpected. Struggle results if timing is off or if families are “off-schedule” 
(Neugarten, 1979). If a first wedding is either relatively early or late in one’s life (e.g., 
before age 20 years or after age 40 years, respectively), the difficulty of accepting or dealing 
with the circumstances surrounding the event, such as interacting with the new spouse, is 
increased for both the persons marrying and their families. If grandparents assume the 
task of raising their grandchildren because of unexpected circumstances, such as the 
incarceration of the biological parents, greater risks for all are involved (Lever & Wilson, 
2005; Pinson-Milburn, Fabian, Schlossberg, & Pyle, 1996). Risks for the grandparents 
include increased psychological stress, financial difficulties, health problems, and unre- 
solved grief about circumstances surrounding their children, as well as shame or blame 
about the outcome of their own parenting (Okun, 2005). Children in such circumstances 
are likely to suffer from a lack of consistent parenting and discipline. They may also have 
anger and resentment, which may be taken out on the grandparents (Okun, 2005). Thus 
they may do less well academically and socially. 

Other crucial variables in dealing with the unexpected are family development and 
environmental fit (Eccles et al., 1993). Some environments are conducive to helping fam- 
ilies develop and resolve unexpected crises. Others are not. For example, despite its best 
effort, a family living in an impoverished environment that experiences the loss of its 
major wage earner may not recover to its previous level of functioning. Such would prob- 
ably not be the case with a family experiencing the same circumstance but living in a 
more affluent and supportive environment. 

In addition to the situations just cited, families may have special difficulty in handling 
the following unexpected events in their life cycle (McCubbin & Figley, 1983): 


1. Happenstance: One unpredictable aspect of the life cycle is happenstance, an 
umbrella term used to refer to all the random, chance circumstances of life, some 
fortunate and others not (Bandura, 1982; Gladding, 2009; Seligman, 1981). It is 
impossible to gauge when a person or an event may have a major impact on an 
individual or family that alters the style and substance of their existence. For exam- 
ple, members of a family on vacation may become friends with members of another 
family because they were housed in adjoining motel rooms. The results may be a 
marriage of their children, a business deal that produces wealth/frustration, or 
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extended visits to each other’s homes. Another chance event that may have a major 
impact on a family is the birth of a child with a disability. Such a child may strain 
the psychological and financial resources of a family, increase stress, and, at the 
same time, reduce pleasant interactions and communications within the family 
(Seligman & Darling, 1997). It may also draw the family closer together physically 
and emotionally. 

2. Physical/psychological trauma: When events of chance or happenstance take 
an unusually destructive and life-threatening or life-ending turn, families may find 
themselves suffering the effects of a physical or psychological trauma. People can 
be traumatized by experiencing natural events such as hurricanes (e.g., Hurricane 
Katrina), earthquakes (e.g., those in China), or wildfires (e.g., those in California), as 
well as by experiencing violent crime and physical abuse. These events may hap- 
pen singularly or collectively. They have in common the fact that they are sudden, 
overwhelming, and often dangerous, either to one’s self or significant other. These 
experiences are usually horrific in nature. 

Regardless of the form or circumstances, traumatic experiences have an impact 
on families. “Traumatized families are those who are attempting to cope with an 
extraordinary stressor that has disrupted their normal life routine in unwanted ways” 
(Figley, 1989, p. 5). Trauma can upset the family’s organizational ability and adapt- 
ability. The greater the distress of the victim(s), the greater is the distress within the 
family as a whole. An adolescent girl may find it difficult to have a healthy relation- 
ship with her male siblings or father after suffering the trauma of rape. Similarly, a 
mother and children may be unable to reorganize themselves into a functional fam- 
ily unit after the untimely and tragic war death of the husband/father. Symptoms 
displayed by families in these circumstances include role reversals, somatization of 
experiences, interruption of normal developmental life cycles, alienation, and inap- 
propriate attempts at control, such as emotional withdrawal. 

3. Success and failure: In his poem “If,” Rudyard Kipling describes success and fail- 
ure as “impostors” that should be treated just the same. Indeed, success and failure 
are both unsettling events for individuals and families. A family that wins a lottery or 
sweepstakes may find its members disagreeing over how the money will be spent. 
Family members may also find themselves besieged with solicitations. In another 
example, a family that acquires fame and notoriety, like Michael Jackson’s, may be- 
come isolated from routine interactions with friends or colleagues, thereby cutting 
off a social system of support and comfort. 


The experience of success or failure can leave people with mixed and volatile feel- 
ings ranging from depression to elation. The outcome may be progression or regression. 
Consequently, emotions and behaviors may be directed at increasing intimacy, engaging 
in physical or psychological distancing, or adopting of a new set of values. In any such 
scenario, lifestyles and life cycle events are altered. 

When anyone or anything enters or leaves the family system, members within the 
family become unsettled. This point can be seen graphically through use of the Social 
Readjustment Rating Scale (Holmes & Rahe, 1967). Of the 43 life-stress situations listed in 
the scale, 10 of the top 14 involve gaining or losing a family member. 

In general, events such as illness, loss of a job, or inheritance of a substantial 
amount of money are unpredictable and stressful. These occurrences add tension to the 
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family system because of their newness and demands and the changes they require of 
family members. “Dysfunctional family behaviors develop when unexpected crises unbal- 
ance the system beyond its natural ability to recover” (Burgess & Hinkle, 1993, p. 134). 
Even in the best circumstances, certain events can cause families to behave in dysfunc- 
tional ways. 


Family Reflection: It is easier to recognize most horizontal stressors than most vertical stressors. 
Yet, both are potent. In examining your life, how many of both kinds of stressors can you iden- 
tify? What has been their impact on your life inside and outside your family? 


FAMILY STRUCTURE AND FUNCTIONALITY 


In addition to stress, another factor that contributes to the functionality of families is struc- 
ture and organization. A wide variety of family forms are present in society (Bubenzer, 
West, & Boughner, 1994; Coontz, 2008). Some work better than others in handling life 
events. A family that is rigidly structured may respond best in a crisis situation, and one 
that is loosely organized may do best in recreational circumstances. 

The roles family members enact are a part of a family’s structure and make a differ- 
ence in regard to family health. For example, in middle-class families “organized cohe- 
siveness, sex role traditionalism, role flexibility, and shared roles” are correlated the 
husband’s health, and “organized cohesiveness and differentiated sharing” are correlated 
with the wife’s health (Fisher, Ransom, Terry, & Burge, 1992, p. 399). Three common 
family organizational forms are (1) symmetry/complementary, (2) centripetal/centrifugal, 
and (3) cohesive/adaptable. 


Symmetrical/Complementary Families 


In Western society, families vary in the way they function. Although some are primarily 
symmetrical and others are mainly complementary, most successful couples show an abil- 
ity to use both styles of interaction (Main & Oliver, 1988). In a symmetrical relationship, 
interaction is based on similarity of behavior. At its best, a symmetrical relationship is one 
in which each partner is versatile and tries to become competent in doing necessary or 
needed tasks (Watzlawick, Beavin, & Jackson, 1967). For example, either a man or a 
woman can work outside the home or take care of children. This family organization is 
also known as a postgender relationship (Knudson-Martin & Mahoney, 2005). The major 
time of difficulty in a symmetrical relationship occurs when partners do not minimize dif- 
ferences and instead compete with each other, or when one member of the relationship 
is not skilled in performing a necessary task (Sauber, L’Abate, & Weeks, 1985). 

In a complementary relationship, family member roles are defined more rigidly, and 
differences are maximized. For example, one member of a couple is dominant or submis- 
sive, logical or emotional. If members fail to do their tasks, such as make decisions or 
discipline the children, other members of the family are adversely affected. Sometimes 
this type of family is organized around traditional gender roles. If these roles become 
stereotyped, the relationship’s stability and satisfaction will suffer (Knudson-Martin & 
Mahoney, 2005). However, as long as the prescribed roles in these relationships dovetail 
with each other and there is no change in the status quo, complementary families do fine. 
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Both symmetrical and complementary forms of family life will work as long as at 
least two conditions are met. First, members in the relationships must be satisfied with 
and competent in their roles. Second, there must be a sufficient interrelationship of roles 
so that necessary tasks are accomplished. In these cases, harmony results, and the family 
functions adequately. Meeting these two conditions, however, is not always possible, and 
families, and especially the couples in them, do best if they practice parallel relationships 
(Main & Oliver, 1988). In a parallel relationship, both complementary and symmetrical 
exchanges occur as appropriate. 


Centripetal/Centrifugal Families 


The term centripetal (directed toward a center) is used to describe a tendency to move 
toward family closeness. The term centrifugal (directed away from a center) is used to 
describe the tendency to move away from the family (i.e., family disengagement). In all 
families, periods of both closeness and distance occur during the individual and family 
life cycles. Some of these periods “coincide with shifts between family development tasks 
that require intense bonding or an inside-the-family focus,” such as in families with young 
children, and tasks that emphasize “personal identity and autonomy,” such as launching 
children (Rolland, 1999, p. 500). 

One of the strongest models for capturing the natural tendencies of three-generational 
families to be close to or distant from each other was formulated by Lee Combrinck- 
Graham (1985) and is shown in Figure 3.2. It relates strength and health to the develop- 
mental state of the family and its individuals. It also stresses the importance of working 
through transitions in the family. 

The work of Robert Beavers and associates at the Timberlawn Psychiatric Center in 
Dallas, Texas, showed that extremes in either a centripetal or a centrifugal style of family 
interaction are likely to produce poor family functioning (Lewis et al., 1976). Families 
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FIGURE 3.2 Density of the family over time. 


From L. Combrinck-Graham, “A developmental model for family systems,” Family Process, 1985, 24:142. 
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with a centripetal style have members who “view their relationship satisfactions as com- 
ing from inside the family” (Nichols & Everett, 1986, p. 77). They tend to produce chil- 
dren who are too tightly held by the family and are prone to be antisocial, irresponsible, 
and egocentric. “Certain types of symptoms in teenagers, such as eating disorders and 
schizophrenia, indicate centripetal forces at work in the family” (Thomas, 1992, p. 105). 
Young adults who are unable or unwilling to leave home also are the products of such 
families (Haley, 1980). 

Families with a centrifugal style “are characterized by the tendency to expel members 
and view their relationship satisfactions as coming from outside the family” (Nichols & Everett, 
1986, p. 77). They are likely to produce children who become socially isolated, disorganized, 
or withdrawn. “Adolescents who run away from home after enduring rejection or neglect 
and who remain on the street as casual, prematurely independent runaways would come 
from families in which centrifugal forces are dominant” (Thomas, 1992, p. 105). 


CASE ILLUSTRATION 
The Bridges 


Kyle Bridges, age 18 years, has the reputation of being “bad.” He smokes cigarettes, drinks 
beer, uses foul language in public, and cheats at any game he plays. Recently, he wrecked 
one of the family cars in a drag race on a major highway late at night. He escaped with 
minor injuries, but his parents were furious. His father told him he had a week to find a job 
and move out of the house. Sure enough, after a week, Kyle’s parents expelled him. He 
hung out with friends and slept on floors for a while, but he was miserable. Finally, he 
resorted to the robbery of a convenience store and, unfortunately for him, he was caught. 

At his hearing, the judge sentenced Kyle to 6 months in a minimum security facility. 
That is where he is now. His parents and younger brother do not come to visit. His 
former friends are nowhere to be found. Recently, Kyle has been hanging out with Larry, 
a man in his late 20s, who served time before. Larry is scheduled to get out about the 
same time as Kyle and told him he can live at his place and be part of his family. 

Do you think there is anything that Kyle’s family can do to prevent him from becom- 
ing more involved in unsocial behavior? Is there anything society as a system might do to 
be helpful to Kyle once he is released? What do you think would be an ideal intervention 
in this case? 


Cohesion/Adaptability 


Regardless of timing, all families have to deal with family cohesion (i.e., emotional 
bonding) and family adaptability (i.e., the ability to be flexible and change) (Olson, 
1986; Strong, DeVault, & Cohen, 2008). Each of these two dimensions has four levels. 
Adaptability ranges from a low to a high dimension on categories characterized as (1) 
rigid, (2) structured, (3) flexible, and (4) chaotic. The structured and flexible categories 
are the two most moderate levels of functioning. Cohesion ranges from low to high on 
the following four levels: (1) disengaged, (2) separated, (3) connected, and (4) enmeshed. 

Hypotheses have been advanced that high levels of enmeshment or low levels of 
cohesion in the form of disengagement may be problematic for families. For example, a 
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study showed that family quality, as tested in college students in Australia, was negatively 
correlated with disengagement, rigidity, and chaos but not with enmeshment (this may 
have to do with a lack of extreme enmeshment in the sample). Family stress was signifi- 
cantly correlated with only disengagement and chaos. Balanced families (scores in the 
midrange for adaptability and cohesion) reported the highest levels of family quality and 
lowest levels of family stress. Unbalanced families (scores at extremes for adaptability and 
cohesion) reported the lowest levels of family quality and the highest levels of family 
stress (Craddock, 2001). A study in the United States found that a lack of family cohesion, 
along with poor discipline, appears to raise the risk for serious delinquency in adoles- 
cents (Gorman-Smith, Tolan, Zelli, & Huesmann, 1996). Overall, the two dimensions of 
adaptability and cohesion are curvilinear. “Families that apparently are very high or very 
low on both dimensions seem dysfunctional, whereas families that are balanced seem to 
function more adequately” (Maynard & Olson, 1987, p. 502). 

As seen (Figure 3.2) from the Combrinck-Graham diagram (1985) and recently elab- 
orated by D. H. Olson, the degree of adaptability and cohesion within families is depend- 
ent on their life-cycle stage and their cultural background. Therefore, caution must be 
exercised when stressing these two dimensions of family life in isolation from other fac- 
tors. To measure adaptability and cohesion, Olson developed the Family Adaptability and 
Cohesion Evaluation Scale (FACES). This scale, now in its fourth revision, is based on the 
circumplex model of family functioning (i.e., adaptability and cohesion) (Olson & Gorall, 
2003); Olson et al., 1985). It is a self-report inventory “designed to measure an insider’s 
perspective on family functioning” (Griffin & D’Andrea, 1998, p. 305). This instrument can 
be taken twice in order to derive ideal and perceived descriptions of a family. The dis- 
crepancy between these two outcome scores “provides a measure of family satisfaction 
with current levels of adaptability and cohesion” (West, 1988, p. 173). 

FACES has been used in a variety of ways, including to investigate perceived family 
cohesion and adaptability in current relationships and family of origin, assess cohesion 
and adaptability in violent couples, predict future behavior, and classify the relationship 
status of battered women (Griffin & D’Andrea, 1998). 


Family Reflection: Where are you in the life cycle of your family? How is that played out in 
regard to your closeness or distance from members of your family? Does your culture dictate a 
different norm from that described by Combrinck-Graham? What adaptability and cohesiveness 
do you see within your family at present? 


COPING STRATEGIES OF FAMILIES 


The coping strategies of healthy and dysfunctional families vary both quantitatively and 
qualitatively. According to Figley and McCubbin (1983, p. 18), families that are generally 
able to cope with stress have most of the following characteristics: 


e Ability to identify the stressor. 

e Ability to view the situation as a family problem rather than a problem of one member. 
° Solution-oriented rather than blame-oriented approach. 

e Tolerance for other family members. 

e Clear expression of commitment to and affection for other family members. 
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e Open and clear communication among members. 

e Evidence of high family cohesion. 

e Evidence of considerable role flexibility. 

° Appropriate utilization of resources inside and outside the family. 
e Lack of physical violence. 

e Lack of substance abuse. 


Hill’s (1949) ABCX model illustrates whether an event is a crisis. In Hill’s model, “A” 
represents the stressor event that happens to the family, “B” represents the resources at 
the family’s disposal, and “C” represents the meaning or interpretation the family attaches 
to the experience. “X” is the combined effect of these factors (i.e., the crisis). This model 
highlights that the same type of event may be handled differently by different families. 
Consider two families in which a person has lost a job. In an affluent family, this event 
may have little impact or meaning because the family has a number of outside contacts 
that will readily find the unemployed person a new job. However, the same event in a 
poor family may provoke a considerable crisis because members do not have access to 
outside employment resources, and the family was dependent on the income from the 
lost job for daily necessities. 

The process that a family goes through in adjusting to a crisis is illustrated in what 
is sometimes referred to as the check mark diagram. Families at first become disorganized 
and usually experience a period in which they do not function well. That period stops, 
and recovery begins once the crisis has ended. How well a family recovers depends on 
both the resources they have available and how well they use the resources. 

Families that are unable to adjust to new circumstances try the same solutions over 
and over again (Watzlawick, 1978) or intensify nonproductive behaviors. In this process 
they fail to make needed adjustments or changes and become stuck or exacerbate their 
symptoms (Burgess & Hinkle, 1993). A family with a learning-disabled child may initially 
talk to the child slowly and present material gradually to him or her. However, after the 
child has mastered some knowledge, this type of approach becomes frustrating and inef- 
fective because the child is ready for a more challenging and mature presentation of 
material that he or she is supposed to master. 

In addition to the ABCX model, the double ABCX model (see Figure 3.3) provides 
a theoretical framework for understanding the complex interaction between situations in 
a family that involve more than one event. The model builds on Hill’s ABCX model but 
focuses on family resolutions over time rather than those geared to a single happening. It 
addresses the issue that no event occurs in isolation and introduces the concept that stres- 
sors “pile up” (McCubbin & Patterson, 1981). More recently, McCubbin and McCubbin 
(1991) proposed the resiliency model of family stress, adjustment, and adaptation. Accord- 
ing to this model, a family’s capability to meet demands is dynamic and interactional. 

Ultimately, there are two levels of change that can work for families, but they need 
to be employed at different times for different situations. One type of change is referred 
to as first-order change (Watzlawick, Weakland, & Fisch, 1974) and is characterized by 
its superficial nature. For instance, dinner may be moved from being served at 6 P.M. to 
being served at 8 p.m. if a mother’s work schedule is shifted or a father’s train runs late. 
This type of change is appropriate in such situations. Dinner is still served. However, a 
first-order change that simply delays an argument from 6 P.M. to 8 P.M. is usually not 
going to be productive unless new ways of resolving the disagreement are found in that 
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Aa: Build-up of stressor events 

Bb: Resources build up to deal with situation 

Cc: Family perceptions of this and previous 
stressor events 

Xx: Outcome in terms of family adaptation 


FIGURE 3.3 Double ABCX model. 


Adapted from H. I. McCubbin and J. M. Patterson, "The family stress process: The Double ABCX Model 
of adjustment and adaptation,” in Social Stress and the Family: Advances and Developments in Family 
Stress Theory and Research, H. |. McCubbin, M. B. Sussman, and J. M. Patterson, eds. Binghamton, NY: 
Haworth Press, 1983, 7. 


2-hour span of time. Otherwise, the argument and its results still happen just like the dinner 
being served. 

In contrast to first-order change is second-order change. The dynamics of second- 
order change results in a metachange, that is, a changing of rules sometimes referred to 
as a “change of change” (Watzlawick et al., 1974). In this process, a new set of rules and 
behaviors is introduced into the existing behavioral repertoire, often in an abrupt way 
(Burgess & Hinkle, 1993). The outcome is that a qualitatively new type of behavior appears. 

In the previous example of an argument, a second-order change would occur if a 
family member engaging in a fight suggested that the family go to a therapist or a media- 
tor to resolve their dispute or agreed beforehand to generate possible solutions to the 
family’s problem rather than to just voice grievances. If such changes were made, the 
dynamics of the situation would change. Power struggles would no longer be a part of 
the agenda, and divisiveness of the argument in the family would thereby be prevented. 

A study of 78 French Canadian couples who had been living together an average of 
13 years further illustrates the difference between first- and second-order change. According 
to the result of this investigation, “when compared to nondistressed spouses, distressed 
spouses showed less problem solving confidence, a tendency to avoid different problem 
solving activities, and poor strategies to control their behavior” (Sabourin, Laporte, & 
Wright, 1990, p. 89). In other words, spouses who engaged in first-order change were 
stuck in repetitive, nonproductive behaviors, but their counterparts engaged in new, pro- 
ductive behaviors. 
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Other dysfunctional patterns in families, such as sexual abuse of children, also show 
first-order change patterns. In families in which there is incest, for instance, the family is 
“typically a closed, undifferentiated and rigid system primarily characterized by sexual- 
ized dependency” (Maddock, 1989, p. 134). In these families, the same pattern of abuse 
is repeated because the family unit is “insulated from critical social feedback that might 
influence their behavior” (Maddock, 1989, p. 134). 

Other coping strategies that relieve stress in well-functioning families include the 
following: 


e Recognizing that stress may be positive and lead to change. 

e Realizing that stress is usually temporary. 

e Focusing on working together to find solutions. 

° Realizing that stress is a normal part of life. 

e Changing the rules to deal with stress and celebrating victories over events that led 
to stress. (Curran, 1985) 


IMPLICATIONS OF HEALTH IN WORKING WITH FAMILIES 


Studying healthy families is a complicated process (Smith & Stevens-Smith, 1992a). It 
requires that researchers invest considerable time and effort in observing and calculating 
the multiple effects of numerous interactions that occur in families, such as speech and 
relationship patterns. In addition, to study the health of families, researchers must over- 
come “the individually oriented, linear causation thinking of psychopathology” as repre- 
sented in the Diagnostic and Statistical Manual of Mental Disorders of the American 
Psychiatric Association (Huber, 1993, p. 70). 

Both the complexity of families and the bias toward researching individuals inhibit 
many clinicians from carefully investigating families. In addition, to the exclusion of study- 
ing healthy families, family therapists have “typically worked with clients experiencing stress 
and crisis in relationships, a viewpoint indicating transient dysfunctioning” (Sporakowski, 
1995, p. 61). Yet, knowledge about the health of families can assist family therapists in a 
number of ways. 

First, by studying the literature on family health, therapists can appreciate the mul- 
tidimensional aspects of family life and how members influence each other systemically 
(Wilcoxon, 1985). This knowledge and awareness can be useful to practitioners as they 
interact with families experiencing difficulties. For instance, if a family member abuses 
alcohol, which is estimated by Treadway (1987) to be a factor in possibly half of all 
family therapy cases, the therapist can work to identify the problem and break the dys- 
functional pattern of secrecy and silence by working in a confrontive but caring way. 

A second benefit for therapists in examining healthy families is the realization that 
even dysfunctional families have areas of adequate or above-average performance. 
Because novice therapists tend to “overpathologize” client families, knowledge of healthy 
families is essential in gaining a balanced perspective (Barnhill, 1979). Knowledge of 
healthy families can be useful, for example, because it provides insight into the develop- 
mental aspects of enmeshment and disengagement that naturally occur over the family 
life cycle (Combrinck-Graham, 1985). This type of information can help therapists become 
aware of what is normal and healthy behavior and thereby focus on situations that are not 
normal and healthy. 


Chapter 3 * Family Types and Their Functionalities 101 


A third advantage of exploring characteristics of healthy families is the realization 
that health and pathology are developmental (Wilcoxon, 1985). For example, in midlife, 
couples grow together and function with less conflict and stress as they launch their chil- 
dren (Blacker, 1999; McCullough & Rutenberg, 1988). Similarly, couples who maintain 
positive interactions during this time may be less susceptible to premature death from 
such disorders as hypertension, stroke, and coronary heart disease (Lynch, 1977). This 
type of knowledge helps clinicians realize more fully that change is possible and proba- 
ble if proper therapeutic interventions are made. 

A fourth implication of studying healthy families is that therapists can delineate 
areas of deficiency and strength (Huber, 1993). Healthy families have weaknesses, and 
dysfunctional families have strengths. Secrets, conflict, jealousy, guilt, and scapegoating, 
as well as openness, cooperation, admiration, understanding, and acceptance of respon- 
sibility, may occur on occasions in almost any family (Framo, 1996). Realizing the range 
and extent of behaviors in families gives therapists an awareness of how to potentially 
deal in an effective way with severely stressed families, as well as an understanding of 
how healthy families develop. 

A final implication for studying healthy families is educational. An awareness of 
potential stressors in life can help therapists prepare a family and its members to deal 
with situations in advance. For instance, those struggling to recover from traumatic events 
appear to need to resolve five fundamental questions (Figley, 1989, p. 14): (1) What hap- 
pened? (2) Why did it happen? (3) Why did I and others act as we did then? (4) Why did 
I and others act as we did since then? (5) If something like this happened again, would I 
be able to cope more effectively? Only by directly addressing these questions can a per- 
son or family realize to the greatest extent possible the effect of a trauma on them and 
their life cycle development. 

Education concerning healthy families also emphasizes the values of previously 
tried solutions (O’Hanlon & Weiner-Davis, 1989). Families and their members sometimes 
do not deal appropriately with events because they fail to examine strategies they could 
employ or perhaps overlook strategies they used at exceptional times in the past for 
reaching successful resolutions. By focusing on universal or unique strategies that enable 
them to deal with stress, families may become healthier and more satisfied with them- 
selves and their environments. 

Knowledge is not a guarantee that families will handle changes in their life cycles 
without turmoil and crisis. However, by educating themselves and the families they work 
with about potential difficulties, family therapists give families a choice as to what they do 
and when. 


Family Reflection: In reading this material on healthy and dysfunctional families, assess your 
family of origin in regard to its well-being. Remember that healthy individuals can emerge from 
dysfunctional families, and the opposite may occur as well. In addition, families change. 


Summary and Conclusion 


This chapter examined the family from a historical and number of functions, including social, economic, and 
a contemporary viewpoint. Families have been around reproductive ones—many of the same purposes served 
since before recorded time. They have served a by contemporary families. Yet today there are more 
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family forms (dual-career, gay/lesbian, aging, etc.) and 
more opinions on what constitutes a family. A family 
may be considered in its broadest context to include 
those persons who are biologically and/or psychologi- 
cally related, are connected by historical, emotional, or 
economic bonds, and perceive themselves as a part of 
a household. The three most prevalent family forms 
are nuclear, single parent, and blended. 

Exploring aspects of healthy families is impor- 
tant from conceptual, ethical, and treatment bases. Cli- 
nicians can become more competent and also preempt 
personal and legal criticism by describing their model 
of healthy family functioning (Brendel & Nelson, 1999). 
One aspect of family life that stands out is that families 
go through periods of transition and develop accord- 
ing to general and specific milestones. Families that 
work best are those that plan and use their time wisely 
in setting up and implementing positive activities 
around expected and unexpected events in their lives. 

This chapter examined multiple aspects of fam- 
ily health. First, the nature of the family as an interac- 
tive relationship system was discussed in regard to 
family health. Next the nature of healthy families was 
explored in regard to characteristics and behaviors. 
Healthy families are in a cycle that, when unbalanced, 
eventually changes in order to accommodate new situ- 
ations. Family stressors were also examined. Stressors 
come in many forms, such as vertical and horizontal, 
present and past. Handling expected stressful situa- 
tions through such techniques as time management is 
difficult for many families. More troublesome is the 
management and recovery from unexpected life stres- 
sors, such as traumas from natural disasters such as a 
hurricane or unexpected death. 

Another area explored was family structure. 
Families organize themselves in many different ways. 
However, families that are primarily symmetrical, in 
contrast to those that are predominantly complemen- 
tary, will vary in their ability to achieve tasks. A parallel 


Summary Table 
TYPES OF FAMILIES 


Counselors need to develop an awareness of 
and empathy toward a wide variety of different 
family types, including the following: 


e Nuclear. 
° Single parent. 
e Blended. 


family structure, which depends on flexibility and 
appropriateness of couples, seems to be most success- 
ful. Centripetal and centrifugal families differ in the 
ways in which they address family matters. Centripetal 
families depend more on family members for help, 
and centrifugal families focus outward. Both are 
appropriate ways for families to be structured at differ- 
ent times in the life cycle. A final characteristic of 
structure relates to cohesion and adaptability. Again, 
both of these qualities differ in families, depending on 
their cultural background and stage of life. The point is 
that family therapists need to realize that there are pre- 
ferred family structures at various times in the family 
life cycle. Therapists also need to know how family 
structure influences family system dynamics. 

The final sections of this chapter dealt with cop- 
ing strategies of families and the implication of under- 
standing health as it pertains to family therapy. 
Generally, families cope the best they can. The ABCX 
and double ABCX models explain how families per- 
ceive and deal with crises at a point in time and over 
time. Families that are able to make second-order 
changes, that is, try totally new responses, do a better 
job of marshaling their resources than those who 
repeat old patterns or make incremental changes 
regardless of the situation (first-order changes). 

By studying healthy families, family therapists 
educate themselves to the complexity of family life and 
change. They also become sophisticated in realizing the 
developmental aspects of health. Therefore, they tend to 
be appropriately cautious in their assessment and treat- 
ment procedures. This type of knowledge gives thera- 
pists and the families they work with more choice in 
regard to what they do and how, thereby empowering 
all concerned in the process of change. With such infor- 
mation, family therapists “can take a leadership role in 
helping society come to terms with what is needed to 
create strong [and healthy] families” (Arnold & Allen, 
1996, p. 84) and promote enrichment activities as well. 


e Dual career. 

e Child free. 

* With special-needs children. 
e Gay and lesbian. 

e Aging. 

e Multigenerational. 

e Grandparent headed. 

e Military. 
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Understanding the various different needs of Three common ways families organize are as 
these families is an important aspect of develop- follows: 


ing appropriate interventions over time. ; 
8 approp e Symmetrical/complementary. 


e Centripetal/centrifugal. 


QUALITIES ASSOCIATED WITH HEALTHY j 
e Cohesive/adaptable. 


AND DYSFUNCTIONAL FAMILIES 
Families are systemic in nature. Their health varies COPING STRATEGIES OF FAMILIES 


over their life span. 


Healthy families readjust their rules and structure 
in dealing with crises and change. 


Qualities of Healthy Families 


Healthy families interact in a productive manner. 
They are characterized by the following: 


° Strength and health of the marital unit. 

e Commitment of family members. 

e Appreciation for each other. 

e Spending of qualitative and quantitative 
time together. 

e Effective communication patterns. 

e A religious/spiritual orientation to life. 

e Ability to deal with crises in a positive 
and effective manner. 

e Clear roles and encouragement of 
members. 

° An appropriate structure and organization. 


FAMILY LIFE STRESSORS 


Stress is a part of family life. It may be vertical 
(i.e., historical) or horizontal (i.e., current), pre- 
dictable (e.g., aging) or unexpected (e.g., death). 


Expected life stressors are developmental and 
situational. They revolve around issues associated 
with economics, children, time, and behavior. 


Unexpected life stressors are beyond a family’s 
control and include happenstance, physical/psy- 
chological trauma, and success/failure. Timing 
and environmental fit are crucial factors in deal- 
ing with unexpected stress. 


Stress events initially unbalance the family. 


FAMILY STRUCTURE AND FUNCTIONALITY 


The way in which a family is structured affects 
its ability to respond. 


The ability of families to cope is both a qualitative 
and a quantitative process. Coping is character- 
ized by the following: 


e Having the ability to identify a stressor. 

e Viewing a problem from a family per- 
spective. 

e Adopting a solution-oriented approach. 

e Showing tolerance for other family 
members. 

e Expressing commitment to and affection 
for other family members. 

e Establishing clear communication patterns. 

e Having high family cohesion and role 
flexibility. 

° Appropriately utilizing resources. 

e Lacking physical violence and substance 
abuse. 

e Using second-order change strategies. 

e Recognizing that stress is normal and may 
lead to change. 

e Celebrating victories over events that led 
to stress. 


The ABCX model and double ABCX model of 
handling a crisis help to explain how families 
perceive and deal with events at a point in time 
and over time. 


IMPLICATIONS OF HEALTH IN WORKING 
WITH FAMILIES 


Studying family health helps family therapists to 
do the following: 


° Appreciate the complexity of families. 

e Be less prone to pathologize families. 

e Realize that health is developmental and 
situational. 

e Be aware of families’ strengths and deficits. 

e Be more educational in assisting families 
with problems. 
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Therapy for 
Single- Parent and 
Blended Families 


They were a trio, 
a mother and young children 
scared and scarred. 
Learning to sing songs without a bass 
while opening jars and opportunities 
through the strength of sheer persistence. 


He became a part of them, 
breaking through boundaries with clumsy actions 
while exposing his feelings with caring words. 
Slowly, through chaos, a family emerged 
as a group, like a jazz quartet. 
Through improvisation 
they developed a syncopated rhythm. 

In an atmosphere of hope, 

came the sounds of harmony. 


Gladding, 1992c 


CHAPTER OVERVIEW 
From reading this chapter, you will learn about 


m The similarities and differences between single-parent and blended families. 

m The different and similar challenges faced by single-parent and blended families. 
m The strengths of single-parent and blended families. 

m Ways of working with single-parent and blended families. 


As you read, consider 


m How your perceptions of single-parent and blended families differ from or are similar 
to the realities faced by these families. 
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m Your knowledge of single-parent and blended families and where this information 
comes from. 

m \What other ways of working with single-parent and blended families than those 
mentioned you think might be helpful. 

m The needs, wishes, and necessities of children and parent(s) who live in single-parent 
or blended families and how these differ from or are similar to those in other types of 
families. 


the United States. They are formed in various ways and change over time. For instance, 

many single-parent families become blended families because of remarriage, and 
sadly a number of blended families become single-parent families again because of divorce 
or death. The settling of boundary issues and the nature of parent/child interactions is a 
factor in both. New roles, different rules, and changes in daily routines also factor in when 
examining these families and how they function. 

This chapter is about these types of families. They have much in common. Single- 
parent families will be treated first, followed by an examination of blended families. 
Similarities and differences in the makeup, dynamics, strength, challenges, and approaches 
to each will be discussed, along with the role of the therapist and possible outcomes. 


G cues and blended families are two of the most prevalent types of families in 


SINGLE-PARENT FAMILIES 


Single-parent families are those headed by a sole parent responsible for taking care of 
herself or himself and a child or children (Klein & Noel, 2006; Walsh, 1991). The term has 
been applied to a number of different family forms. The families covered under this des- 
ignation include those created as a result of divorce, death, abandonment, unwed preg- 
nancy, imprisonment, adoption, and uncontrollable circumstances, such as a military 
assignment. They differ in regard to dynamics and vary in their interactions depending on 
the number of people within the family unit, the background and resources of the mem- 
bers, and the stage of the individuals and family life cycle. There is no prototype of a 
single-parent family. 

Historically, most single-parent families were created by the death or desertion of a 
spouse. In the 1950s, a new trend began: The percentage of single-parent families created 
by divorce started to exceed those created by death (Levitan & Conway, 1990; Sweeney, 
2010). By 1970, about 1 family in 10 (10%) was headed by a single parent, usually the 
mother (Seward, 1978). The decision of many unmarried women in the 1980s to bear and 
raise children by themselves also increased the number of single-parent families. While 
this trend has subsided in recent years, more than half a million children are born out of 
wedlock each year, and “out-of-wedlock childbearing has now surpassed divorce as the 
primary driver of increases in unmarried parent families” (Sawhill, Thomas, & Monea, 
2010, p. 174). 

The number of single-parent families in the United States has remained statistically 
unchanged for almost two decades. In 2010, there were approximately 11.7 million single 
parents living with their children, making up slightly less than one third (29.5%) of house- 
holds with children. Of these, 9.9 million were single mothers and 1.8 million were single 
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fathers (U.S. Census Bureau, 2011a). As parents, they are raising 19.5 million of the more 
than 81 million children living with families. Approximately 55% of single-parent families 
comprise a parent and a child, with the other 45% comprising a parent and two or more 
children (Grall, 2011). 


TYPES OF SINGLE-PARENT FAMILIES 


There are four distinct single-parent family types: those created by divorce, death, choice, and 
temporary circumstances (e.g., when one parent in a two-parent household may be absent for 
a substantial time, such as by being deployed in the military). Single-parent families vary 
greatly, yet a common dimension is that their development has definable stages. 


Single Parenthood as a Result of Divorce 


There are approximately 1 million divorces each year in the United States, and one of five 
adults has been divorced (U.S. Census Bureau, 2010). The underlying factors contributing 
to divorce range from infidelity to incompatibility, with the length of first marriages aver- 
aging approximately 7 years. Regardless of the reasons, however, “divorce does not end 
family life, although it changes its shape” (Barnes, 1999, p. 436). For instance, parenting, 
especially fathering, becomes more ambiguous and more difficult after divorce (Gold & 
Adeyemi, 2013). Therapists who successfully help parents deal with divorce situations 
assist them in establishing a functional binuclear family, which in turn continues with the 
most important task of the family, namely, the socialization of their children (Ramisch, 
McVicker, & Sahin, 2009; Sholevar & Schwoeri, 2003). 

In the United States “two of every three divorces are now initiated by women” 
(Silverstein & Levant, 1996, p. 18). Regardless of who initiates the action, when single- 
parent families are created as a result of divorce, two subunits are formed (except in 
some cases of joint custody arrangements). One subunit involves the custodial parent, 
with whom the child resides, and his or her interactions with the former spouse and 
child/children. The other subunit includes the noncustodial parent and his or her rela- 
tionships with the former spouse and child/children. In such a situation, both parents 
have the same rights in regard to the child/children involved unless there is a court order 
expressly stating otherwise (Stone, 2005). 

Both parent-child arrangements for single-parent families of divorce experience 
stresses and rewards (Blaisure & Geasler, 2000). For custodial parents, stressors include 
rebuilding financial resources and social networks, with the most stressful time for 
these families being during the first 3 years (Morrison, 1995). A major benefit for suc- 
cessful custodial parents is a renewed sense of self-confidence. For the noncustodial 
parent, stressors include finding ways to continue to be involved with one’s children as 
a parent and the rebuilding of social networks. When successful, noncustodial parents 
experience rewards such as devising creative problem-solving methods and gaining 
renewed self-confidence. Carter and McGoldrick (1988, p. 22) conceptualized the stages 
of single-parent families formed through divorce as shown in Table 4.1. 


Family Reflection: Single-parent families created by divorce are common. What have you noticed 
about the dynamics of such families? Compared to those of other families, what is similar and 
what is different? 
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TABLE 4.1 Dislocations of the Family Life Cycle Requiring Additional Steps to Restabilize 
and Proceed Developmentally 
Emotional Process of Transition: 
Phase Prerequisite Attitude Developmental Issues 
Divorce 
1. Deciding to divorce Accepting inability to resolve marital Accepting one’s part in the 
tensions sufficiently to continue failure of the marriage 
relationship 
2. Planning the Supporting viable arrangements for a. Working cooperatively on 
breakup of the all parts of the system problems of custody, visitation, 
system and finances 
b. Dealing with extended family 
about the divorce 
3. Separating a. Showing willingness to continue a. Mourning loss of intact family 
cooperative coparental relationship, Restructuring marital and 
and joint financial support of parent-child relationships and 
children finances; adapting to living apart 
b. Working on resolution of c. Realigning relationships with 
attachment to spouse extended family; staying con- 
nected with former spouse's 
extended family 
4. Divorcing Engaging in more work on emotional a. Mourning loss of intact family: 
divorce: overcoming hurt, anger, giving up fantasies of reunion 
guilt, etc. 
b. Retrieving hopes, dreams, 
expectations from the marriage 
c. Staying connected with extended 
families 
Postdivorce 
family 
1; Becoming a single Showing a willingness to maintain a. Making flexible visitation 
parent (custodial financial responsibilities, continue arrangements with former spouse 
household or parental contact with former and spouse's family 
primary residence) spouse, and support contact of b. Rebuilding own financial 


children with former spouse and 
his or her family 


Becoming a 
single parent 
(noncustodial) 


Showing a willingness to maintain 
parental contact with former 
spouse and support custodial 
parent’s relationship with children 


resources 


c. Rebuilding own social network 


a. 


b. 


C 


Finding ways to continue effective 
parenting relationship with 
children 


Maintaining financial responsi- 


bilities to former spouse and 
children 


. Rebuilding own social network 


From B. Carter and M. McGoldrick, The Expanded Family Life Cycle, 3rd ed., Table 12.1, p. 375. ©1999, 1989 Allyn & Bacon. 
Reproduced by permission of Pearson Education, Inc. 
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TABLE 4.2 Single-Parent Families Created as a Result of Death 


Stage Task Result 

Mourning Emotional catharsis Resolution of past relationship 

Readjustment Learning/dropping of duties Performance of essential duties 

Renewal and Personal and family development Acquisition of new skills and 
accomplishment interests 


Single Parenthood as a Result of Death 


In single-parent families created as a result of the death of a parent, the stages of 
development have not been as specifically delineated as in single-parent families 
resulting from divorce. However, it is clear that reestablishment of the surviving par- 
ent’s life and the restructuring of the family are major tasks (Moody & Moody, 1991, 
Pulleyblank, 1996). 

The family’s development may involve three stages, as shown in Table 4.2. The 
first stage is mourning, which takes time and cannot be forced (Rotter, 2000). It is vital in 
the mourning stage for surviving family members to release both positive and negative 
feelings about the deceased because “death ends a life, not a relationship” (Albom, 1997, 
p. 174). This type of catharsis makes it possible to move to the second stage—readjustment. 
The readjustment stage involves learning to do new tasks, dropping old tasks, and/or 
reassigning duties previously done by the former spouse to other members of the family. 
When this stage is completed, the family can move into a final phase—the renewal and 
accomplishment stage—in which family members, and the family as a whole, can 
concentrate on finding and engaging in new growth opportunities. This last stage, 
which may not be achieved, results in new collective and individual identities and 
relationships. 


Single Parenthood by Choice 


A third way in which single-parent families begin involves choice and intentionality. The 
actions associated with intent are (1) purposefulness in conceiving a child out of wed- 
lock, (2) deciding to carry a child to term after accidentally becoming pregnant out of 
wedlock, or (3) adopting a child as a single adult. These families are sometimes consid- 
ered “fragile” (McHale, Waller, & Pearson, 2012). However, the unique aspect of this type 
of single-parent family is that the custodial parent and the mother-father interactive sys- 
tem have time to prepare before the child arrives. Furthermore, it is clear to the parent in 
these situations that there will usually be no other support outside of the parent’s 
resources. In these cases, single-parent families go through the stages, processes, and 
outcomes listed in Table 4.3. 


Single Parenthood as a Result of Temporary Circumstances 


Formation of a single-parent family due to uncontrollable circumstances, such as a being 
deployed in a war or a undergoing a job change, involves one parent making an immedi- 
ate move while the family stays behind. These types of single-parent families usually last 
from a few weeks to, in extreme cases, several years. Family members face stress because 
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TABLE 4.3 Single-Parent Families Created by Intention 


Stage Task Result 
Planning Preparing for the arrival of the child Marshaling of resources; mental 
expectation of change 
Arrival Creating a parent and child Physical and emotional bonding 
relationship 
Adjustment and Resolving situational and development Growth of family and individual 
achievement needs 


of the suddenness and often the seriousness of the situation that separates the parent 
from the family. 

The military family is a good example, with most military families experiencing 
“annual duty-related separations, one third for more than a total of 17 weeks” (Drummet, 
Coleman, & Cable, 2003, p. 281). With approximately 1.4 million active-service members 
in the U.S. armed forces and thousands more in the National Guard and Reserve subject 
to call up, the number of families affected directly and indirectly is large. Indeed, since 
the wars in Afghanistan and Iraq began, approximately 2 million children have been 
affected by military deployments (Quigley, 2009). 


DYNAMICS ASSOCIATED WITH THE FORMATION 
OF SINGLE-PARENT FAMILIES 


Divorce, death, choice, and temporary circumstance all present different dynamics. By 
understanding the factors underlying these diverse ways of establishing single-parent 
families, therapists can make better decisions in formulating treatment strategies. 


Dynamics of Single-Parent Families Formed Through Divorce 


Numerous factors influence the decision by couples to divorce. Among the top three con- 
siderations affecting the dissolution of marriages are social, personal, and relationship 
issues (Bornstein & Bornstein, 1986). 

A significant factor at the social level is the pace of American life. Major changes are 
continuous and include new technology, more alternatives, less stability, and greater frus- 
tration, fulfillment, and alienation. Women’s roles have changed, the alliance between 
men and their work has weakened, and the mobility of society has contributed to an 
acceptance of options and transitions, including a new openness to mores and laws mak- 
ing divorce more acceptable (Bumpass, 1990). 

A second reason for not staying married involves personal issues. People marry at 
different levels of psychological maturity and with varied expectations. If they are imma- 
ture, their decisions and actions will likely reflect it (Bowen, 1978). In these marriages, 
the individuals involved are probably best served when the relationship dissolves, espe- 
cially if they seek help in becoming more autonomous and mature. 

Interpersonal issues are a third variable related to divorce. Marriage and family life 
involves give-and-take interactions. People do not stay married when they perceive that 
they are giving more than they are receiving (Klagsbrun, 1985). 
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In all of these situations, men or women who become single parents following 
divorce deal with the following issues (Garfield, 1982): 


e Resolution of the loss of the marriage. 

* Acceptance of new roles and responsibilities. 

° Renegotiation and redefinement of relationships with family and friends. 
e Establishment of a satisfactory arrangement with one’s former spouse. 


The transition is not easy. In fact, “divorce is much more devastating than people 
who go into the process anticipate” (Moody, 1992, p. 171). It may be especially miserable 
for couples with children (Hetherington, 2004). For example, “most divorced families 
with children experience enormous drops in income, which lessen somewhat over time 
but remain significant for years” (Parke, 2004, p. 111). Individuals who have ample 
resources in the form of psychological or financial aid/support find the difficulties less 
intense but still formidable. “Loss is an issue of great significance with regard to how 
adults and children experience divorce” regardless of financial or psychological support 
(Arditti & Prouty, 1999, p. 63). Added to these difficulties is the fact that society still disap- 
proves of and stigmatizes those who divorce. Little wonder then that at least 10% of indi- 
viduals who experience marital separation or divorce see a therapist or counselor (Sweet, 
Bumpass, & Call, 1988). 


CASE ILLUSTRATION 


Sheena Varghese became a single mother when her husband, John, left the family home 
after they divorced. John alleged she was irresponsible and a bad role model for their two 
daughters as she often got drunk. 

After the bitter divorce, their daughters Alice (14 years old) and Abbey (10 years 
old) now live with Sheena. John meets the girls twice a month, but does not speak to 
their mother. Although earlier Sheena had complained that her husband was mostly away 
and didn’t have time for the family, she is unsure of handling the children now that John 
doesn’t live with them. Sheena often tries to speak to him and sends him messages 
imploring him to return. She also requests common friends to mediate and help her con- 
vince John to come back to the family. Sheena is depressed and cannot find a job. Her 
drinking has gotten worse and she complains of being lonely. 

Sheena never discussed the divorce with her daughters, and the girls have started to 
feel neglected. They miss having their father around. The situation at home is now affect- 
ing both girls. Their performance in school is suffering and they find it difficult to interact 
with their friends. The teachers noticed the change in the girls and contacted John and 
Sheena to find out the reason behind the girls’ low spirits and inattentiveness. 

John has come to you with his daughters to seek your advice. Do you think it would 
make a difference if the couple reunited for the children’s sake or should the father have 
custody of the children? 


Dynamics of Single-Parent Families Formed as a Result of Death 


Death is almost always a shock even when it is expected. This reaction is especially prev- 
alent if a person is survived by a spouse and child/children. It is important that survivors 
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properly grieve. This process may be difficult because of the lack of mourning rituals in 
modern society. Yet if family members do not appropriately grieve, their chances of rees- 
tablishing themselves or establishing a healthy single-parent family are greatly lessened. 

It is crucial that family members talk to one another and others, such as neighbors, 
extended kin, or counselors, after the death of a spouse/parent. By doing so, they release 
their feelings and are able to see the dead person as mortal instead of superhuman. Such 
a perspective helps family members deal with their feelings and external demands pro- 
ductively and realistically. 


Dynamics of Single-Parent Families Formed Through Choice 


The number of people, especially women, who raise a family by themselves is large. This 
group cuts across racial, social, and economic divisions in American society. Reasons for 
this pattern are due to tradition, change and acceptance by society, and choice. 

Historical tradition helps explain why certain groups of women have children out of 
wedlock. In these subcultures, a maternally oriented society has evolved in which chil- 
dren have been raised by single-parent mothers. Here many young women and men are 
inclined to avoid marriage and to follow the pattern they grew up in. The socioeconomic 
milieu in such cases has a strong influence that can prove detrimental to the subculture 
but simultaneously give it a distinction and even pride. Racism, ignorance, and socioeco- 
nomic crises contribute to such a pattern of maternal single parenting and make it hard to 
break the cycle (Strong, DeVault, & Cohen, 2008). 

Acceptance is a second reason women elect to have children out of wedlock. The 
upheavals in American society following World War II helped break down stigmas and 
taboos. The turbulence of the 1960s further eroded traditional norms and patterns, such 
as ostracizing women who bore children out of wedlock. According to figures kept by 
the National Center for Health Statistics, there has been an increase in the number of 
women who elect to have children out of wedlock since the 1970s (National Center for 
Health Statistics, 2005). 

A final factor that has influenced the increased number of women bearing children 
out of wedlock is choice. Some well-educated women thoughtfully decide to bear and 
raise children by themselves. In addition, the number of prominent older women who 
thoughtfully decided to raise a child by themselves increased beginning in the 1980s. 
Well-publicized examples include Mia Farrow, Jodie Foster, and Goldie Hawn. 

Furthermore, the dramatization of the lives of women who choose parenthood out- 
side of marriage as seen in movies, such as Juno, or television programs, such as 15 and 
Pregnant, has been extensive. More women are deciding to have babies outside of mar- 
riage, with no slowdown in the trend expected. 

Although not a complete parallel, the reasons for unmarried women choosing to adopt 
babies have some similarity to those for women who become pregnant (Pavao, 1998). It is 
now more socially acceptable for unwed women to adopt babies than it was in the past. 
Furthermore, because of resources and desire, many professional and affluent women are 
electing to adopt and raise children by themselves. Two major differences between single 
women who adopt and those who elect to biologically have a baby are timing and 
resources. Women who adopt can pick the time when they wish to become a parent. Like 
other single women, they are not encumbered by the demands of a marital relationship 
and can therefore give more time and nurturance to their child/children (Groze, 1991). 
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Family Reflection: There is a wide gap in resources among women who chose to have children 
out of wedlock whether through birth or adoption. Think of children you have known or read 
about who had plenty as opposed to those who were raised in poverty. What impact do you 
think such circumstances have in regard to these children forming their own families? 


Dynamics of Single-Parent Families Formed Through 
Temporary Circumstances 


Single-parent families formed through temporary circumstances go through a number of 
transitions but usually end up disorganized and stressed for a time. Military and corporate 
families in which one parent or the only parent is deployed or sent on assignment must 
cope with the stressors of relocation, separation, and reunion (Drummet et al., 2003). 
Here the institutions involved seek exclusive and undivided loyalty, and the parent 
involved usually does not have a choice. 

In such circumstances, the parent left in charge of the household duties finds him- 
self or herself in an overload position with extra duties and no additional resources. That 
parent must decide what tasks are essential, what obligations can be postponed, and what 
activities can be dropped. This readjustment is usually not one that occurs through 
thoughtful planning. Rather it is one that emerges out of necessity, such as food shopping. 

Despite the best efforts of the parent left to cope as a single parent, stress surfaces. 
Single-parent households formed through temporary circumstances face the same types 
of challenges as those that occur due to death or divorce. The difference is that the time 
period for functioning in this way is limited. 


STRENGTHS AND CHALLENGES CONNECTED 
WITH SINGLE-PARENT FAMILIES 


Although there are many negative perceptions of single parents (Haire & McGeorge, 2012), 
embedded within the structure of single-parent families are inherent strengths as well as 
challenges. Sometimes these two aspects of family life are ironically the same. For exam- 
ple, the freedom that single-parent families have to interact with a wide variety of people 
can also be a detriment to them because of the resources such types of relationships 
demand. Despite this irony, some unique aspects of single-parent families are mainly 
positive or negative. 


Strengths of Single-Parent Families 


A strength of single-parent families as a whole is that they tend to be more democratic 
than most family types (Wallerstein & Kelly, 1980; Weiss, 1979). An informal style of relat- 
ing to each other is developed out of necessity. This aspect of family life often helps 
children and their parents interact in unique ways. When decisions have to be made, the 
needs of all parties, parent and child/children, are usually taken into consideration. 

A second strength of single-parent families relates to roles and rules. Because of lim- 
ited resources, many single-parent families are flexible in regard to which members will 
perform what tasks. In single-parent families, any member can wash dishes, sweep the 
floor, or work in the garden. Adjustability in regard to members’ responsibilities is essential. 
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A third unique quality of single-parent families is the pace at which members go 
through developmental stages. In single-parent families, children frequently learn how 
to take responsibility for their actions at an early age (Wallerstein & Kelly, 1980). They 
also quickly learn essential skills, such as finding a bargain or saving money. This behavior 
often endears them to the parent with whom they live and gives them a certain maturity 
beyond their years in relating to adults. 

The final area in regard to assets of single-parent families is the matter of resources. 
On the positive side, the children of single parents, and the parents themselves, often are 
creative in locating and utilizing needed materials for their overall well-being. They learn 
to survive through being frugal as well as innovative. Single-parent family members real- 
ize the value of commodities, such as money and time, that other families take for granted 
(Ahrons & Rodgers, 1987). 


Family Reflection: How surprised are you to realize that single-parent families have so many 
strengths? What other strengths do you think they might have? 


Challenges of Single-Parent Families 


A challenge of single-parent families involves the defining or refining of boundaries and 
roles (Glenwick & Mowrey, 1986). Troublesome areas include boundary disputes 
between former spouses and absent spouses and between children and their custodial 
parent or joint-custody parents. Boundary issues with former spouses involve everything 
from visitation situations to sexuality. Within single-parent families, the democratic nature 
of these families may blur needed boundary distinctions between parent and child. In 
either of these cases, if boundaries are not clear and enforced, chaotic and confusing 
interactions may result and children may get out of control (Glenwick & Mowrey, 1986). 
Unfortunately, children who grow up in single-parent households sometimes exhibit 
behavior problems as a result of boundary issues. They are more than twice as likely to 
have emotional and behavioral problems as those who grow up in intact families (Blaisure 
& Geasler, 2000). 

Role delineation is likewise a hurdle that must be overcome. Although role flexibility 
may prove useful and valuable in helping single-parent families accomplish tasks, it may 
add stress and work to select members of these families. They in turn may experience 
role reversal or role overload (Weiss, 1979). Fatigue and burnout on the part of one or 
more members of the family may occur. 

Another challenge for single-parent families, especially when they result from 
divorce, is educational achievement. Children have noticeable academic difficulties during 
the first 18 months of their parent’s divorce (Benedek & Benedek, 1979). These effects 
may be long lasting. For instance, children reared in single-parent families, especially 
boys, are likely to receive reduced schooling (Krein, 1986). “On the average, children of 
divorced parents are less educated than others their age and are less likely to graduate 
from high school than are children of similar backgrounds who grow up in intact families” 
(Carlson & Sperry, 1993, p. 6). Part of the reason for the academic gap between children 
in single-parent families of divorce and those in two-parent families may be linked to 
resources, with those in two-parent families being able to provide more (Dufur, Howell, 
Downey, Ainsworth, & Lapray, 2010). 
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A third challenge for single-parent families is connected with identity. Many children, 
especially those who have been raised in a single-parent family as a result of divorce, have 
difficulty establishing a clear and strong identity and relating to others of the opposite 
gender. “Children of divorce leave home earlier than others, but not to form families of 
their own. They are far more likely than their peers to cohabit before they marry, and 
when they do marry, they also are more likely to divorce” (Carlson & Sperry, 1993, p. 6). 
They may not experience childhood to the fullest. As adults they may come to resent 
growing up so fast and may consciously or unconsciously display less personal maturity. 

A fourth potential problem for single-parent families is poverty. As a group, single- 
parent families are financially less well-off than other families. For instance, they are five 
to six times as likely to be poor when compared with nuclear families (Urschel, 1993). 
Part of the disparity in income is due to the disproportionate number of female-headed 
single-parent families. Approximately 85% to 90% of these families are led by women, 
who as a group almost always earn less than men. In addition to generally lower wages 
earned by women, a lack of child support may strain the financial resources of these 
families. Overall, 50% of children living in single-parent households live below the pov- 
erty line (Walsh, 1991). 

A final challenge that single-parent families frequently face relates to emotions. The 
feelings expressed by parents and children in these families include helplessness, hope- 
lessness, frustration, despair, guilt, depression, and ambivalence (Baruth & Burgraff, 1991, 
Goldsmith, 1982). These feelings come with the awareness that matters have not been 
resolved with a significant other, such as a former spouse or parent, and are complicated 
when ready access to the needed person is not available. With time, these feelings 
increase and stress intensifies. They keep the person within the single-parent family 
“hooked” emotionally to historical times and situations. It usually takes 2 or more years 
for single-parent family members to resolve this plethora of emotions and to form into a 
functional unit (Goldenberg & Goldenberg, 2002). 


APPROACHES FOR WORKING WITH SINGLE-PARENT FAMILIES 


There are a number of approaches outside of therapy that work well with single-parent 
families (Westcot & Dries, 1990). Most are dependent on therapists taking the time and 
effort to get to know the unique aspects of each family. Assessment of the unique as well 
as universal aspects of a single-parent family precedes such interventions. To be effective 
with single-parent families, therapists must help them work together in a team-like atmos- 
phere systematically. In a few cases, they must work with individuals within the family. 


Prevention Approaches 


One preventive measure families may take is to work on the couple relationship. If a 
couple suspects that they may not have control over a number of their circumstances 
when they establish a family, they are wise to receive premarital counseling. Such a pre- 
ventive approach seems to be beneficial to them when they are separated from each 
other. Military families and some families from large corporations where spouses are 
asked to travel a great deal do better when they receive premarital counseling. The evi- 
dence comes from a worldwide, stratified probability sample of more than 20,000 officers 
and enlisted servicemen and servicewomen (Schumm, Stillman, & Bell, 2000). The authors 
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of this study found that couples who received premarital counseling were more likely to 
seek marriage therapy and had lower levels of stress than those who did not. These couples 
also tended to benefit more from marriage therapy than couples who sought marriage 
therapy without premarital counseling. 

In addition to preventive measures before marriage, programs that help a spouse 
after a traumatic separation may be extremely beneficial. For instance, the U.S. Armed 
Forces now has a mandatory Deployment Cycle Support Program, which helps ease the 
transition of troops coming home after service in a war zone (Davey, 2004). The program 
involves 10 days of counseling and helps returning soldiers deal with such matters as 
posttraumatic stress, thus easing the job of reunion and going home for both the service 
persons and their families. 


Educational and Behavioral Approaches 


Several other strategies work well in helping single-parent families. These educational 
and behavioral strategies are especially useful if employed simultaneously. 

One approach is to help family members communicate clearly and frequently. Clear 
family communication patterns are associated with the well-being of single-parent families 
(Hanson, 1986). A forum that can be used in this way is the Adlerian concept of a weekly 
family conference (Sweeney, 2009), in which all members are present and talk about their 
concerns, including problems and plans for the future. 

A second way of working with single-parent families behaviorally involves linking 
family members and the family as a whole to needed sources of social support. The work 
of Boszormenyi-Nagy, which emphasized community connectedness, is the underpinning 
for this functional approach (Boszormenyi-Nagy, 1987). For example, Parents Without 
Partners is a national organization that helps single parents and their children deal with 
the realities of single-parent family life in educational and experiential ways. Single parents 
also need the positive involvement and care of extended family and friends whenever 
possible (Gladow & Ray, 1986). 

A third educational way of working with single-parent families involves assisting them 
in resolving their financial matters. In many cases, single-parent families have economic 
problems (Norton & Glick, 1986). Financial counseling through, for example, United Way 
agencies or volunteers can be quite beneficial for these families. Job training and educa- 
tional opportunities connected with work advancement can help, too. 

A final approach to working with single-parent families is through providing them 
with reading or video resources (Blaisure & Geasler, 2000). One particularly helpful 
means is bibliotherapy (Gladding, 2011; Pardeck & Pardeck, 1997). Bibliotherapy involves 
the reading of specific texts by a family or members of a family and the processing of the 
reading experience with the therapist. A number of appropriate books written for all 
members of single-parent families and for the families themselves can help individuals 
involved realize they are not alone in what they are experiencing. This Is Me and My Single 
Parent (Evans, 1989) is a discovery type of workbook that children (ages 4 to 12 years) 
and single parents can work on together. Other books for children in single-parent house- 
holds are numerous and include Raising You Alone (Hanson, 2005), All Families Are 
Special (Simon & Flavin, 2003), and Love Is a Family (Downey, 2001). In addition, a 
simple newsletter that provides educational information and emotional support can make 
a difference in the adjustment and well-being of single-parent families (Nelson, 1986). 
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ROLE OF THE THERAPIST 


The role of family therapists in working with single-parent families parallels in some ways 
their role in helping other types of families. Therapists must deal with issues related to 
boundaries, hierarchies, and engagement/detachment. However, subtle and obvious dif- 
ferences exist that must be taken into consideration. As a general rule, family therapists 
“should not be guided by the intact family model and attempt to replicate a two-parent 
household” (Walsh, 1991, p. 533). Single-parent families are socially, psychologically, and 
economically unique. 

In working with single-parent families, therapists must lay aside personal prejudices 
and biases. The ability to avoid making judgments and criticisms is especially difficult if 
therapists have not resolved their own personal problems (e.g., a divorce) that might involve 
the issue of a single-parent family. To be effective, family therapists must deal directly with 
people, hierarchies, and circumstances of these families, not myths (Bray, 1993b). They 
must assist single-parent families in giving up any negative stereotypes of themselves. 

A second area family therapists must address, especially with those who have 
become single parents due to divorce, involves emotional volatility. “Interactional conflict 
between former spouses is the norm” (Walsh, 1991, p. 532). Therapists must help their 
clients “distinguish between emotional divorce issues and legal divorce issues and to 
understand that the emotional issues must be set aside at times in order to make mature 
and reasonable legal decisions” (Oliver, 1992, p. 41). Getting single parents to separate 
their feelings from their functions is difficult. It requires that therapists stay focused and 
balanced in their interactions with family members. 

A third role of family therapists in working with single-parent families is to help mem- 
bers and the family as a whole tap their inner resources as well as utilize support groups 
Quhnke, 1993). Many single-parent families are caught up in their problems and biased 
against themselves. In these situations, members become discouraged and unable to per- 
ceive successful problem-solving methods. A single-parent mother may find through treat- 
ment that she is better at achieving results with her children when she listens to them 
instead of yelling at them. The talent to tap this resource may go unused if the family thera- 
pist does not help the parent discover and utilize it. Similarly, in assisting the family, the 
therapist needs to be aware of both formal and informal support groups, such as friends in 
the neighborhood. Through such groups, parents and children may find encouragement, 
relief from each other, and renewal through interacting with different people and ideas. 


PROCESS AND OUTCOME 


Single-parent families that are successful in family therapy show a variety of improvements. 
Four of the most important are highlighted here. 

First, as a result of therapeutic interventions, single-parent families manifest more 
confidence and competence in themselves (Baruth & Burgraff, 1991). Often single-parent 
families and their members lose self-esteem and exhibit dependence, helplessness, and 
hopelessness. Single-parent mothers may feel especially overloaded in performing their 
executive tasks as head of these families (Weltner, 1982). If treatment has been beneficial, 
family members rely more on themselves and extended networks of family and friends. 
They function with greater efficiency and have a better knowledge of a number of agencies 
or networks from which they can get the help they need. Furthermore, these families as 
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units experience fewer behavior problems and less stress. They see an increase in relation- 
ship skills, especially between parent and child/children (Soehner, Zastowny, Hammond, & 
Taylor, 1988). 

A second expected outcome of family treatment with single-parent families is that 
members within these units are helped to have clear and functional boundaries (Westcot 
& Dries, 1990). Single-parent families are frequently enmeshed with cross-generational 
alliances and nonproductive structures (Glenwick & Mowrey, 1986). When a family 
breaks up, custodial parents must help themselves, as well as any children involved, 
adjust to a new hierarchy. Ideally, this type of structure allows for the interaction between 
the new single-parent family and others (Minuchin & Fishman, 1981). In the case of 
divorce, an amiable relationship between children and both former marriage partners is 
needed whether or not there is joint custody. 

When these outcomes do not occur, children and adults are forced to operate in 
inappropriate ways. For example, when single-parent families are enmeshed, a child, usually 
the oldest, is often “parentified” (Minuchin, Montalvo, Guerney, Rosman, & Schumer, 
1967). Parentified children are forced to give up their childhoods and act like adult parents 
even though they lack the necessary knowledge and skills. When freed from intergenera- 
tional enmeshment, the parentified child’s role is no longer necessary and can be given up. 
If all goes well in family therapy, members of single-parent families gain a clearer perspec- 
tive on their lives, the dynamics of their families, and appropriate behaviors. 

A third area of improvement involves the ability to make informed decisions regard- 
ing remarriage. Research shows there is a strong tendency for single parents to move into 
new marital relationships quickly. This tendency is especially true when single parent- 
hood is the result of a divorce. The majority of single parents in this category are single 
for less than 5 years. Yet, remarriage is a move that “often compounds problems rather 
than leading to resolution” (Carlson & Sperry, 1993, p. 6). Remarriages have a higher 
probability of dissolving than first marriages, with the divorce rate for second marriages 
between 65% and 70% (Levine, 1990; McCarthy & Ginsberg, 2007). Therapeutically look- 
ing at options can help single parents and their children examine more thoroughly the 
pros and cons of remarriage. Through such a process, single parents can make better 
decisions, and children can work through their feelings. 

Finally, families can utilize resources in the community better and make use of their 
own resources to the fullest. Improvements are seen in financial and personal manage- 
ment areas. Negative feelings accumulated through past experiences begin to dissipate, 
and the development of friends, the tapping of family, and the pulling together of family 
members within the single-parent family unit should occur. 


Family Reflection: Reading is both an active and a passive process. What has been your experi- 
ence in following through on suggestions you read? How difficult do you think it would be for 
a single-parent family to do so and successfully put words into action? 


BLENDED FAMILIES 


Blended families “consist of two adults and step-, adoptive, or foster children” (Pearson, 
1993, p. 51). These families are known by a variety of names, including stepfamilies, reconsti- 
tuted families, recoupled families, merged families, patched families, and remarried families. 
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Blended families are found among all cultural groups. They have become a norm in American 
society (McGoldrick & Carter, 2005). 

Blended families have always been a part of American family life. However, the 
way they are formed has changed, and their numbers have increased dramatically in 
recent years. In the 1880s, the divorce rate for first marriages was only 7%, and the most 
prevalent reason for forming remarried families was due to the death or desertion of a 
spouse (Martin & Bumpass, 1989). These figures shifted in the decades that followed. 
After World War II, the divorce rate in the United States began to rise rapidly. “Divorce 
rates peaked in the early 1980s and have remained steady at around 50% since then” 
(Murray & Kardatzke, 2009, p. 126). 

By the beginning of the 21st century, 1 million of the 2 million marriages in the 
United States each year involved at least one formerly married person. Reasons for the 
growth of the blended family are associated with the fact that approximately three of 
every four people who divorce eventually remarry. Overall, it is estimated that “about a 
third of all Americans” will “remarry at least once in their lives” (Levine, 1990, p. 50). The 
growth of blended families is one of the major reasons that the perception of what is 
“normal” or “common” in family life has changed, and divorce has come to be seen by 
many as a point and process in the family development cycle (Eldar-Avidan, Haj-Yahia, & 
Greenbaum, 2009; Sholevar & Schwoeri, 2003). However, “one of the difficulties” of 
blended families is that “we have neither terminology to discuss [them] nor do we have 
research that explains [their] complex nature” (Pearson, 1993, p. 51). In addition, there is 
still too little information in the professional literature about clinically working with 
blended families (Darden & Zimmerman, 1992). Blended families are a professional chal- 
lenge. The issues surrounding them, however, are understandable. 


FORMING BLENDED FAMILIES 


There are many possible configurations of blended families. Compared with “first-marriage 
families, the structures are more complex” (Bray, 1994, p. 67). Blended families are most 
commonly formed when a person whose previous marriage ended in death, divorce, or 
abandonment marries either another previously married person or someone who has 
never been married. The result is a new combination of people, histories, issues, and 
interactions that are unique to that particular relationship. Unique opportunities arise 
from this complex joining of personalities and families. However, in this section an 
emphasis is placed on the most common concerns of blended families because they are 
the issues therapists deal with frequently. 


Common Concerns of Blended Families 


Establishing a blended family is a more complicated process than creating a nuclear family 
(Greeff & Du Toit, 2009; Visher & Visher, 1993). Blended families face many situational 
and developmental tasks that are quite different from those found in other family life- 
styles. They must systemically deal with complex kinship networks, define ill-defined 
goals, develop patterns of interaction that assist them in being cohesive, and reach 
consensual goals (Bernstein & Collins, 1985; Roberts & Price, 1986). As a way of under- 
standing blended families and the issues they encounter, Carter and McGoldrick (1988) 
formulated a table (see Table 4.4) that outlines the stages, prerequisite attitudes, and 
developmental issues of these family forms. 
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TABLE 4.4 Remarried Family Formation: A Developmental Outline 


Steps 


Prerequisite Attitude 


Developmental Issues 


1. Entering the new 
relationship 


2. Conceptualizing 
and planning 
new marriage 
and family 


3. Remarrying and 
reconstituting 
family 


Recovering from loss of first marriage 
(adequate “emotional divorce”) 


Accepting one’s own fears and those 
of new spouse and children 
about remarriage and forming 
a stepfamily 

Accepting need for time and patience 
for adjustment to complexity and 
ambiguity of: 

1. Multiple new roles 


2. Boundaries: space, time, membership, 
and authority 


3. Affective issues: guilt, loyalty 
conflicts, desire for mutuality, 
unresolvable past hurts 

Achieving final resolution of attachment 
to previous spouse and ideal of 
“intact” family; accepting a different 
model of family with permeable 
boundaries 


Recommitting to marriage and to forming 
a family with readiness to deal with the 
complexity and ambiguity 

Working on openness in the new 
relationships to avoid pseudomutuality 


Planning for maintenance of cooperative 
coparental relationships with former 
spouses 


Planning to help children deal with fears, 
loyalty conflicts, and membership in two 
systems 


Realigning relationships with extended family 
to include new spouse and children 


Planning maintenance of connections for 
children with extended family of former 
spouse(s) 

Restructuring family boundaries to allow for 
inclusion of new spouse—stepparent 


Realigning relationships throughout 
subsystems to permit interweaving of 
several systems 


Making room for relationships of all children 
with biological (noncustodial) parents, 
grandparents, and other extended family 

Sharing memories and histories to enhance 
stepfamily integration 


From B. Carter and M. McGoldrick, The Expanded Family Life Cycle, 3rd ed., Table 22.2, p. 377. ©1999, 1989 Allyn & Bacon. 


Reproduced by permission of Pearson Education, Inc. 


The Carter and McGoldrick chart shows the process shared by blended families. 
However, there are uniquenesses in blended families related to their origins, with death 
and divorce being the most prevalent, and these two will be addressed here. 


Dealing with the Death of a Parent 


Before the 20th century, one of every two adults died before age 50 years, and life 
expectancy was 47 years (Coontz, 2000, 2008). “Families had to face the possibility that 
neither parent would survive to raise children to maturity. Not more than a third of the 
population had a single marriage last more than 10 years. Fifty percent of the time, chil- 
dren lost a parent before reaching maturity” (McGoldrick, 1986b, p. 30). “The fundamen- 
tal uncertainty of life was much harder for families to avoid” (McGoldrick, 1986b, p. 29). 
Life-shortening events included women dying in childbirth and men dying in accidents. 
The result was a blending of families and kinship networks. Another consequence was 
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that families developed rituals, such as wearing black for a year and visiting graves on 
anniversaries, to deal with death and move on with life. 

Today, death is denied or covered up in many families. Death often occurs in hos- 
pitals away from family members. Funeral services frequently include a closed coffin, and 
those who have died are often described in vague expressions (e.g., “departed” or “passed 
on”) that fail to adequately describe the realities of death. This type of experience with 
death is particularly true of European American families. Therefore, forming a blended 
family after the death of a spouse is more difficult for some cultural groups because grief 
may not have been adequately expressed or processed. In these cases, “family members 
may refuse to accept a new member who is seen as replacing the deceased” (McGoldrick & 
Walsh, 1999, p. 187). 

The situation is further complicated by the fact that there are no established guide- 
lines for couples and their offspring to follow in establishing a new family unit after a 
remarriage after one of the spouses died. In addition, past spouses may be placed on a 
pedestal, current and past comparisons may be made, and insecurity with a present 
spouse may develop, as well as curiosity about former relationships, all of which may 
negatively impact current relationships (Brimhall & Engblom-Deglmann, 2011). Indeed, 
remarriage and establishment of a family after the death of a spouse is complicated, as 
“new roles and rules need to be worked out, relationships developed and maintained, 
and a working relationship created between households” (Visher & Visher, 1994, p. 208), 
all within a postbereavement atmosphere in which the deceased may become an invisible 
figure that significantly alters relationships. 


Family Reflection: What has been your experience in either dealing with or seeing families deal 
with death? How do you think the way a family handles death influences their ability to move 
on with life? 


Dealing with the Divorce of a Couple 


Divorce has become a common experience in American culture (Hetherington & Kelly, 
2002). As mentioned previously, approximately 50% of first marriages end in divorce, and 
some demographers argue that the actual divorce rate is higher (Castro-Martin & Bumpass, 
1989; McGoldrick & Carter, 1999a). It is estimated that if couples who separate but never 
file for divorce are included, the number of first marriages that end in divorce or separa- 
tion may be as high as 66% (Walker, 1990). 

Divorces occur for numerous reasons, including extramarital affairs and conflicting 
role expectations. Gottman (1994) found through longitudinal research on couples that 
there are several key predictors of couples most likely to divorce. These predictors include 
“a husband’s unwillingness to be influenced by his wife, who is often the one trying to 
solve marital problems; and the wife starting quarrels ‘harshly’ and with hostility” (p. AD). 
A dynamic of this type tends to escalate into bigger conflicts and ultimately the dissolution 
of the marriage. 

Two thirds of divorces occur in the first 10 years of marriage (DivorceMagazine.com, 
2012). However, there are two especially vulnerable times for divorce: during the first 7 years 
of marriage and 16 to 24 years into the marriage (Gottman, 1999). Breakups also frequently 
occur in the first two years if newlyweds cannot adjust to each other and after the birth of a 
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child, when the couple becomes unsettled as new routines are established and disrupted 
because of infant needs. The ages of men and women who divorce for the first time have 
risen slightly since the 1970s. However, these figures are more a reflection of later first 
marriages than of increased marriage/family stability (DivorceMagazine.com, 2012). 

Another factor associated with the dissolution of a marriage, as mentioned previ- 
ously, is that most people who go through this experience eventually remarry (Marano, 
2004). Approximately “two thirds of divorced women and three fourths of divorced men” 
marry again (Bray & Hetherington, 1993, p. 3). The divorce rate among divorcees is 
slightly higher than for individuals who were not previously married G.e., approximately 
60% vs. 50%). Remarried couples that do best have extended family that approve or 
accept the new union, with those who do second best having extended family that disap- 
prove of the remarriage (McGoldrick & Carter, 1999a). Indifference or being cut off from 
one’s extended family is the worst thing that can happen. 

A final phenomenon associated with marriage breakup is that ethnic groups expe- 
rience the consequences of this activity differently. When compared with European 
Americans, African American couples are more likely to separate and stay separated 
longer before obtaining a divorce. They are also less likely to remarry once separated 
(Cherlin, 1992). A greater percentage of African American children (75%) than European 
American children (40%) experience their parents’ divorce or separation by age 16 years 
(Bumpass & Sweet, 1989). Regardless of the background, “children do not favor parents’ 
decision to divorce” and may suffer higher risks for emotional difficulties when there is 
high-level parental conflict either prior to or after the divorce (Eldar-Avidan et al., 2009, 
p. 31). Most such children (80%) are resilient by young adulthood and function in 
similar ways to children from nondivorced families, yet the rate of troubled young 
adults from divorced families is double that from nondivorced families (20% vs. 10%) 
(Hetherington & Kelly, 2002). Among other things, optimism for relationship success may 
be low as a result of a parental divorce Johnson, 2011). 

An outcome of marital dissolution is that contact between nonresidential parents and 
their children declines over the years (Bray, 1994; Hetherington & Kelly, 2002; Seltzer, 
1991). Noncustodial mothers (about 10% to 15% of nonresidential parents) maintain 
better contact with their children than do nonresidential fathers (Furstenberg, 1990). Boys 
are particularly affected in a negative way when their nonresidential fathers fail to 
maintain contact with them (Depner & Bray, 1993; Hetherington, 1990). As a group, they 
become less competent and exhibit more behavioral problems than do children in other 
types of family arrangements. 


DYNAMICS ASSOCIATED WITH BLENDED FAMILIES 


It is sometimes said that blended families, regardless of their origin, are born out of loss and 
hope. As previously indicated, most adults and children who form this type of union have 
experienced a divorce or a death. They wish, as well as expect, the blended family to be a 
different and better experience. A characteristic of blended family members is that they fre- 
quently carry a positive fantasy with them about what family life can be like (Schulman, 
1972). Adults who form a blended family believe marriage and family life can be good. Most 
children who come into these relationships share a similar belief (Visher & Visher, 1993). 
Before a remarriage can develop, however, previous experiences in life, especially 
those associated with a former family, must be resolved. Adults and children of these 
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former unions are often in mourning and must work through their feelings before they 
can emotionally join a new family. The extent to which loss is resolved or hope fulfilled 
makes a major difference in how the people in such arrangements adjust and whether the 
relationship lasts (McCarthy & Ginsberg, 2007; Pill, 1990). 

Another factor that influences the dynamics of blended families is structure. Blended 
families have structural characteristics that make them unique (Galvin & Brommel, 1986; 
Visher & Visher, 1979). Structural distinctions of blended families include the following: 


° A biological parent elsewhere. 

e A relationship in the family between an adult (parent) and at least one child that 
predates the present family structure. 

e At least one child who is a member of more than one household. 

e A parent who is not legally related to at least one child. 

e A couple that begins other than simply as a dyad. 

e A complex extended family network. 


The structure of most blended families initially is “a weak couple subsystem, a tightly 
bonded parent-child alliance, and potential ‘interference’” (Martin & Martin, 1992, p. 23). 

A third dynamic characterizing blended families is that they are binuclear—two interre- 
lated family households that comprise one family system (Ahrons, 1979; Piercy & Sprenkle, 
1986). As a remarried family forms, it has multiple subsystems that include an entourage of 
adults, children, and legally related persons such as cousins and step-grandparents (Sager et 
al., 1983). It has quasi kin, who are a “formerly married person’s ex-spouse, the ex-spouse’s 
new husband or wife, and his or her blood kin” (Ihinger-Tallman & Pasley, 1987, p. 43). 
These people are a part of the extended kin network of remarried spouses’ families. They 
make communications and relations among family members difficult. 


CASE ILLUSTRATION 


Makena Mati has felt overwhelmed since her father remarried a few months ago. She 
not only has her parents’ present and former relatives to deal with, she has her current 
mother’s relatives to get to know and interact with as well. All of her relatives have 
numerous kin and close friends living in both the United States and Kenya. 

Makena’s father proposed that the new family, of whom Makena is the only child, 
take a trip to visit relatives in Africa, as well as relatives in distant parts of the United 
States. Makena is not happy about taking the time for such an adventure. She wants to 
learn about her relatives through the Internet—for example, e-mail and Facebook. Her 
father is not sympathetic to her wishes, but her stepmother is, and her biological mother 
thinks “it’s a crazy idea.” 

The Matis have come to you for help—all of them! Mr. Mati says he does not want 
to force his daughter to go on his proposed trip. The first Mrs. Mati tells you she disap- 
proves of the trip and wants her daughter close at hand. The new Mrs. Mati expresses 
exasperation. 

What are some ways you might handle this situation so there are not winners and 
losers? What do you think would happen if one of the parents thinks he or she is being 
discounted or disrespected? 
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Many issues arise in blended families. Because each family is unique, the importance 
of these concerns varies. Among the most prominent that surface are those that center on 
the following: 


° Resolving the past 

e Alleviating fears and concerns about stepfamily life. 

e Establishing or reestablishing trust. 

e Fostering a realistic attitude. 

e Becoming emotionally/psychologically attached to others (Carter & McGoldrick, 
1988; McCarthy & Ginsberg, 2007). 


A major issue in blended families is finding time to consolidate the couple relation- 
ship (Pill, 1990). Research shows that children younger than the age of 9 years accept a 
stepparent more readily than those who are older (Hetherington, Cox, & Cox, 1981). At 
the same time, young children are more physically demanding on parents than are older 
children. They may keep the new couple from adequately bonding. The presence of 
older children may also complicate the bonding process because of the need of adoles- 
cents to establish identities through interactions, which often take the form of rebellion or 
disruption (Schwartzberg, 1987). Less cohesion in blended families is more common during 
the early years of a family’s formation (Bray, 1994). 

A second factor that becomes an issue in reconstituting a blended family is that of 
feelings. The life circumstances surrounding the dissolution of the previous marriage and 
the adjustment and life experiences of present family members since that time must be 
worked through. Romantic and negative feelings must be sorted out in appropriate ways. 
Sometimes partners in a blended family do not think through the feelings they bring into 
the relationship until after it is formed (Pill, 1990). What they expect in regard to close- 
ness may be shattered. Likewise, when members of a newly formed family are still mourn- 
ing the loss of a previous relationship, they may not be adaptable or open to changes. In 
either of these cases, the past relationships and present realities are issues that inhibit or 
facilitate the adjustment and satisfaction of these families (Pill, 1990). 

A third issue that occurs in blended families is the integration of members into a 
cohesive family unit. “Cohesion and adaptability represent two pivotal dimensions of 
family behavior related to family function” (Pill, 1990, p. 186). In the professional litera- 
ture, “stepfamilies are described as less cohesive, more problematic, and more stressful 
than first-marriage families” (Bray & Hetherington, 1993, p. 5). Both stepparent/child and 
sibling relationships are characterized as less warm and intimate than those in first-marriage 
families. Most members of blended families have to work harder than those in nuclear or 
extended families to create interpersonal connectedness and rapport with other family 
members. The process of relating in blended families is often troubled in stepfather/ 
daughter interactions, especially when the arrangement involves preadolescent children 
(Hetherington, 1991). Many other arrangements of children and stepfathers are also troubled 
(Ahrons, 1996; Grove & Haley, 1993; Stern, 1978; Visher & Visher, 1978). A relatively high 
percentage of stepchildren have behavioral problems in blended families during the first 
6 months of the new union (Bray, 1988). 

On average it takes approximately 2 to 5 years for stepparents to form an in-depth 
relationship with stepchildren and achieve the role of being a primary parent. According 
to Visher and Visher (1986), the eight tasks listed in Figure 4.1 must be completed in 
order to develop a stepfamily identity. 
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Dealing with losses and changes 

Negotiating different developmental needs 
Establishing new traditions 

Developing a solid couple bond 

Forming new relationships 

Creating a “parenting coalition” 

Accepting continual shifts in household composition 
Risking involvement despite little societal support 


SONAM PWN = 


= 


Dealing with losses and changes 
e Identifying/recognize losses for all individuals 
e Support expressions of sadness 
e Help children talk and not act out feelings 
e Read stepfamily books 
e Make changes gradually 
e See that everyone gets a turn 
e Inform children of plans involving them 
e Accept the insecurity of change 
2. Negotiating different developmental needs 
e Take a child development and/or parenting class 
e Accept validity of the different life-cycle phases 
e Communicate individual needs clearly 
e Negotiate incompatible needs 
e Develop tolerance and flexibility 
3. Establishing new traditions 
e Recognize ways are different, not right or wrong 
e Concentrate on important situations only 
e Stepparents take on discipline enforcement slowly 
e Use family meetings for problem solving and giving appreciation 
e Shift “givens” slowly whenever possible 
e Retain/combine appropriate rituals 
e Enrich with new creative traditions 
4. Developing a solid couple bond 
e Accept couple as primary long-term relationship 
e Nourish couple relationship 
e Plan for couple “alone time” 
e Decide general household rules as a couple 
e Support one another with the children 
e Expect and accept different parent-child and stepparent-stepchild feelings 
e Work out money matters together 
5. Forming new relationships 
e Fill in past histories 
e Make stepparent-stepchild one-to-one time 
e Make parent-child one-to-one time 
e Parent make space for stepparent-stepchild relationship 
e Do not expect instant love and adjustment 
e Be fair to stepchildren even when caring not developed 
e Follow children’s lead in what to call stepparent 
e Do fun things together 
6. Creating a “parenting coalition” 
e Deal directly with parenting adults in other household 
e Keep children out of the middle of parental disagreements 
e Do not talk negatively about adults in other household 
e Control what you can and accept limitations 


FIGURE 4.1 Tasks that must be completed to develop a stepfamily identity. 
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e Avoid power struggles between households 
e Respect parenting skills of former spouse 
e Contribute own “specialness” to children 
e Communicate between households in most effective manner 
7. Accepting continual shifts in household composition 
e Allow children to enjoy their households 
e Give children time to adjust to household transitions 
e Avoid asking children to be messengers or spies 
e Consider teenager's serious desire to change residence 
e Respect privacy (boundaries) of all households 
e Set consequences that affect own household only 
e Provide personal place for nonresident children 
e Plan special times for various household constellations 
8. Risking involvement despite little societal support 
e Include stepparents in school, religious, sports activities 
e Give legal permission for stepparent to act when necessary 
e Continue stepparent-stepchild relationships after death or divorce of parent when caring has 
developed 
e Stepparent includes self in stepchild’s activities 
e Find groups supportive of stepfamilies 
e Remember that all relationships involve risk 


FIGURE 4.1 (Continued) 


From E. B. Visher and J. S. Visher, Stepfamily Workbook Manual. Baltimore: Stepfamily Association of 
America, 1986, 235. Reprinted by permission. 


CASE ILLUSTRATION 
The Krause Family 


Kevin Krause, age 44 years, married Eva Lang, age 38 years, after Eva’s husband died of 
colon cancer. Kevin had not been married previously and was, as he put it, “a lifelong 
bachelor.” Eva brought a son, Hans, age 10 years, and a daughter, Anna, age 8 years, into 
the marriage. That was 2 years ago. 

It has been hard for all members of the newly constituted Krause family to adjust. Kevin 
still wants to do everything the way he did it before. Eva still has strong memories of her 
12-year marriage with Felix and occasionally feels sad and withdraws from interacting with 
Kevin or the children. Both children are unsure how to address their stepfather, and, although 
he formally adopted them, he seems at a loss as to how to relate to them, especially Anna. 

What would you suggest to the Krause family to help them bond as a blended family? 
How do you think individual members of the family could contribute to solidifying the 
family as a whole, as a system? How could the fact that everyone now carries the same 
last name help or hurt the family in coming together? 


STRENGTHS AND CHALLENGES OF BLENDED FAMILIES 


Blended families come in many forms. They share some universal qualities, but they also 
have unique situational and developmental factors that either help or hinder them in their 
total functioning and interpersonal relationships. 
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Strengths of Blended Families 


The strengths of blended families are important to their stability and survival. Sometimes 
they are overlooked. However, if they are utilized, blended families grow stronger in their 
relationships and their overall functioning. 


LIFE EXPERIENCE One of the strongest assets of blended family members is their life 
experience. Sometimes a stepparent can offer a new spouse or stepchildren something 
that was not there before, such as a common interest or opportunity unavailable in the 
previous family (Marino, 1996). In addition, both adults and children who form blended 
families have survived a number of critical incidents that have usually taught them some- 
thing about themselves and others (Hetherington, 1991). This life knowledge can help 
them understand their environments in different and potentially healthy ways. It can 
assist members in being empathic toward new family members, and it can influence indi- 
vidual and family resilience in adverse situations. 


KIN AND QUASI-KIN NETWORKS A second strength of remarried families lies in the kin 
and quasi-kin networks that they establish. Blended couples and families are sometimes 
isolated and frustrated when dealing with societal events, such as father-son or mother- 
daughter events related to community clubs, associations, or educational institutions 
(Martin & Martin, 1992). Through kin and quasi-kin networks, blended family members 
can help one another in a variety of ways, such as offering moral support, guidance, or 
physical comfort. 


CREATIVITY AND INNOVATIVENESS A third positive facet of blended families is their crea- 
tivity and innovation. Sometimes blended family members are able to generate new ideas, 
perceptions, and possibilities because they realize that what they tried before does not 
work. As in Gestalt therapy, blended families who develop these abilities are able to see 
and act on their perceptions of relationships involving present situations (i.e., figure) and 
less important present situations or those in the future (i.e., ground) (Papernow, 1993). A 
stepmother and daughter in a blended family might decide to throw a surprise birthday 
party for their husband/father rather than do routine shopping. Their actions create a 
memory of a shared experience that strengthens the relationship bonds between them. 


APPRECIATION AND RESPECT FOR DIFFERENCES A further strength of blended families is 
their ability to appreciate and respect differences in people and ways of living (Crohn, 
Sager, Brown, Rodstein, & Walker, 1982). Children may especially benefit through expe- 
riencing stepparents and new siblings. They learn that mothering or fathering can take 
several forms. In the process of obtaining this insight, they pick up new habits from their 
stepsiblings that may benefit them. Remarriage makes it possible for individuals to observe 
a richer variety of models for emulating than they may have experienced before. 


Family Reflection: Differences are not hard to recognize, but they are sometimes hard to handle 
constructively. When have you appreciated differences in your family? How have these differ- 
ences been used constructively? When have you seen differences become destructive? What is 
the difference in the dynamics between these two types of reactions? 
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MAKING THE MOST OF SITUATIONS Another strength of blended families is their ability 
to make the most of situations and in the process teach other families how to have fulfill- 
ing relationships (Martin & Martin, 1992). Not all blended families and their members 
learn how to cope with difficulties, such as loss or how to promote open communication 
within a new context. However, in blended families that develop these abilities, the 
insight they bring to other families in distress can be rewarding and enabling. 


Challenges of Blended Families 


Challenges and potential problems exist in blended families that need to be resolved. 
Some of these difficulties revolve around psychological phenomena, such as competing 
for attention; others center on physical realities, such as the fact that blended families 
move three times as often as do dual-parent households (Krauth, 1995b). 


LOSS OF AN IMPORTANT MEMBER One challenge almost all blended families face is the 
loss of an important member or members of the former family. For example, even though 
a noncustodial parent may be physically absent from a household, such a person may 
retain a “tremendous impact,” both directly and indirectly, on the remaining family mem- 
bers (Braver et al., 1993, p. 9). The loss of significant others is complicated when difficul- 
ties arise concerning feelings about these individuals who are unavailable. The result is a 
ripple effect throughout the family in which other family members are affected by an 
individual’s unresolved personal issues of loss. 


ESTABLISHMENT OF AHIERARCHY Another significant challenge for remarried families 
is the establishment of a hierarchy. Children may have difficulty in this area because 
they can lose status in regard to their ordinal position in the family. A sibling can 
become the middle child instead of the oldest and in the process lose his or her leader- 
ship role and privileges. This loss of place and power may be complicated even further 
if the children involved do not particularly like their new stepsiblings or stepparent. 
Because working out relationships among children takes time and is not always amia- 
ble, newly formed blended families with children are vulnerable to disruption and 
volatile outbreaks of emotional, if not physical, struggle (White & Booth, 1985). Adults 
must give up myths and unrealistic expectations to rectify this potential problem area 
(Bray, 1994). 


BOUNDARY DIFFICULTIES A third challenge sometimes endemic to blended families con- 
cerns boundaries. “Unlike biological families in which family membership is defined san- 
guinely, legally, and spatially and is characterized by explicit boundaries, the structure of 
a stepfamily is less clear” (Pasley, Rhoden, Visher, & Visher, 1996, p. 344). The result is 
that children who are a part of two families may experience boundary ambiguity, which 
results in loyalty conflicts and feelings of guilt about belonging simultaneously to two 
households. Overall, boundary difficulties include the following issues: 


1. Membership (Who are the “real” members of the family?). 

2. Space (What space is mine? Where do I really belong?). 

3. Authority (Who is really in charge? Of discipline? Of money? Of decisions? etc.). 

4. Time (Who gets how much of my time, and how much do I get of theirs?) (McGoldrick & 
Carter, 1988, pp. 406-407). 
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Often, blended members who have boundary problems characterize their relation- 
ships as chaotic (Pill, 1990). They are unsure of who and what is involved in making their 
lives adaptable. To resolve issues around the confusion in boundaries, most blended 
families need time, flexibility, and commitment (Ihinger-Tallman & Pasley, 1987). They 
must deal with issues in a straightforward manner, including those involving sexuality 
between unrelated siblings. Members can and should discuss and negotiate how they 
would like their blended family to function, 


RESOLVING FEELINGS The fourth challenge blended families must address is related to 
feelings. In some blended families, especially those in which members have been in 
denial, emotions remain unresolved. These emotions include guilt, loyalty, and anger. A 
typical response for some blended family members is to suppress their emotions when 
they begin to recognize that such affect is related to unresolved feelings. A teenage boy 
might deny his anger toward his stepmother especially if he still has unresolved anger 
toward his biological mother. An equally destructive way of handling these emotions is to 
project them onto others. Some blended family members may act in this manner so that 
stepsiblings or stepparents become negatively characterized or stereotyped (Marino, 
1996). In such a situation, a stepmother might be seen as a “witch.” 


ECONOMIC PROBLEMS Remarried families may encounter economic difficulties too. As a 
group, blended families are less affluent than other family types, except single-parent 
families. The lack of money adds additional stress to family members and the family as a 
whole (Gold, 2009; Schramm & Adler-Baeder, 2011). Many blended families have 
expenses that other families do not have, such as child support or the cost of maintaining 
two residences. 

Blending finances requires a number of unromantic, pragmatic steps. They include 
reevaluating insurance needs, updating financial documents, creating and sticking to a budget, 
rethinking asset allocations, and developing a will or a living will (Nance-Nash, 2005). 


Family Reflection: Think of blended families you have known and how they operated. What did 
these families do that helped them function? What strengths did they manifest, and what difficulties 
did they struggle with? How were they alike and unalike other families you have known? 


APPROACHES FOR TREATING BLENDED FAMILIES 


“Many stepfamilies seek therapy when emotional tensions are high, integration seems 
impossible, and the family is functioning in ways that increase rather than reduce stress” 
(Pasley et al., 1996, p. 344). Fortunately, a number of approaches work when helping 
blended families. These approaches range from educational and behavioral to theoretical 
interventions (Visher & Visher, 1994; Woestendiek, 1992). Educational and behavioral 
ways of working with families are covered here, with theory-based therapies for working 
with such families in the chapters focused on theories. 


Guidance in Retaining Old Loyalties 


Blended family members must first be helped to recognize that they do not have to give 
up old loyalties in order to form new ties (Visher & Visher, 1988). Too often individuals, 
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especially children, believe that in such circumstances they must not think or talk about 
their past lives. This type of repression leads to resentment, exclusion, isolation, and 
depression rather than adjustment and growth. Often the new stepparent is treated like 
an “outsider.” This situation can cause the stepparent to feel angry and frustrated, which 
can lead to complete withdrawal or violence. The important thing is that family members 
learn through interaction to be inclusive rather than exclusive. This may mean that they 
draw up plans for how they are operating, challenge themselves to participate in coop- 
erative interactive events, such as picnics or board games, and keep a chart of activities. 


Focus on Parental Involvement 


Another way of helping blended families is to focus on parental involvement. Steppar- 
ents need to maintain a balance in their involvement with their natural children (if any), 
new children Gif any), former spouse (where applicable), and present spouse. The more 
children and spouses in one’s past, the harder this task is to accomplish. Therefore, 
before and after their wedding, stepparents should spend time discussing the impact of 
past relationships on new relationships (Martin & Martin, 1992). They can then work to 
overcome unresolved issues and learn to contribute to the well-being of all family 
members. 


Provide Education 


Education is one of the best ways to help blended families to adapt, adjust, and grow. For 
example, blended family members need to understand the differences between a step- 
family and a nonstepfamily system (Pasley et al., 1996). Learning what to expect and hav- 
ing guidelines for handling typical situations are rated high by blended family parents 
because they give them increased awareness and preparation (Higginbotham, Miller, & 
Niehuis, 2009). Stepparents are often unsure, for example, of how to discipline the other 
spouse’s children (Woestendiek, 1992). Likewise, children brought into blended families 
are frequently confused about how to relate to their new parent and stepsiblings. 

Research has documented how couple and relationship education (CRE) programs 
promote healthy relationships and family functions (Lucier-Greer & Adler-Baeder, 2012). 
When these programs are offered in groups, “people meet face-to-face with one another 
and the facilitator/therapist to learn and talk about things such as communication, conflict 
management, and commitment. Group members also provide feedback to each other. . . 
and offering alternative approaches that may be of use to other members” (Skogrand, 
Torres, & Higginbotham, 2010, p. 238). In addition, a number of popular books and pam- 
phlets are available for individuals in newly created blended families to read and discuss 
with members of their new family. The Stepfamily Association of America (http://www. 
saafamilies.org/) publishes and recommends materials that are helpful in developing 
stepparenting skills (Larson, Anderson, & Morgan, 1984; Nance-Nash, 2005). 

Numerous books that can be utilized in a bibliotherapeutic way are available for 
children (Pardeck & Pardeck, 1987). An example is a book authored by Richard Gardner 
(1971) entitled The Boys and Girls Book About Stepfamilies. It is a work meant to be read 
and responded to verbally by stepparents and children (Gardner, 1984). This Is Me and 
My Two Families (Evans, 1988) is an engaging and therapeutically oriented scrapbook/ 
journal for children ages 4 to 12 years living in remarried families. Similarly, The Stepkin 
Stories: Helping Children Cope with Divorce and Adjust to Stepfamilies (Lumpkin, 1999) is 


129 


130 


Part 1 * Foundations of Family Therapy 


an anthology that features short stories about divorce and stepfamilies that can be read in 
10 minutes and are suitable for children aged 4 to 8 years. 


Assist in the Creation of Family Traditions and Rituals 


A fourth means of working with blended families is by assisting them in devising their 
own traditions and rituals (Coale, 1994). Rituals facilitate “developmental transitions, 
maintenance of stability and continuity; healing processes; and connectedness. . . . 
Healthy ritual life can also serve to buffer families from toxic effects of stress and pathol- 
ogy” (Giblin, 1995, p. 37). The use of rituals has also been found to be powerful in assist- 
ing blended families in thinking through their definition of what makes a family (Peterson, 
1992; Whiteside, 1989). Traditions and rituals include ways of celebrating nodal events, 
such as birthdays, graduations, promotions, and anniversaries. They also include mun- 
dane daily transactions such as when to go to bed, when to get up, and who will do what 
chores. When these situations are worked out, new and predictable ways of interacting 
are established that give family members predictability and stability—and provide time 
for fun while allowing family members to experience security. 

In addition to their celebration and enjoyment functions, rituals may facilitate the 
following: 


e Forming relationships. 

e Resolving ambiguous boundaries. 

e Healing from loss. 

e Settling hierarchy and power struggles. 

e Creating beliefs. 

e Beginning to change (Coale, 1994; Roberts & Imber-Black, 1992; Viere, 2005). 


By gathering all members of a new family together once a week for “game night,” a 
stepmother may help family members learn more about each other and develop friend- 
ships. The overall impact is likely to result in the building of trust and care. 


Family Reflection: Rituals and traditions are important in strengthening a blended family. What 
rituals that are universal, such as celebrating holidays together, do you think blended families 
should adopt immediately? What traditions do you think they should create over time? 


ROLE OF THE THERAPIST 


Therapists who work with blended families wear many hats. They must deal with a variety 
of dynamics and complexities that are more complicated than those found in nuclear 
families (Visher & Visher, 1996). For example, they must deal with issues involving separa- 
tion, custody, and sometimes death; they must be concerned with the developmental 
dilemmas that can arise within newly formed families (Bray & Berger, 1992); and they must 
concentrate on fostering a strong and healthy parental coalition (Visher & Visher, 1994): 
In working with blended families on separation and custody issues, children within 
the family system must be given special consideration. “Child clients may experience con- 
fusion, fear, and depression as they become aware that they are the focal point in a cus- 
tody, visitation, or child support dispute” (Oliver, 1992, p. 41). To alleviate undue anxiety 
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and distress, family therapists need to be well informed about legal processes, as well as 
psychological ones. For example, they should be aware of legal precedents concerning 
custody decisions. Family therapists who are knowledgeable about such aspects of family 
jurisprudence can help members of families make better decisions. They are enabled and 
empowered by such legal insight to work in helping the family process information on an 
emotional and intellectual level so that everyone in the family, including small children, 
understands what is happening or can happen (Oliver, 1992). 

Family therapists must also work with the family in arranging predictable and mutu- 
ally satisfactory arrangements between former parents and their child or children Gf the 
family was formed as a result of divorce). The continuity and quality of children’s rela- 
tionships with their parents following a divorce are major factors in determining the chil- 
dren’s healthy development (Wallerstein, 1990). In these situations, family therapists must 
focus their attention on helping families negotiate arrangements that will benefit everyone 
involved. 

Fostering strong and healthy parental coalitions means helping stepparents work 
together to nurture one another and find ways to work together to be effective parents. 
Such a task may involve the couple spending select time together, working with former 
spouses (if present) to be supportive of them, and finding ways for children in the new 
family to care for one another physically and psychologically (Visher & Visher, 1994). 

Hayes and Hayes (1986) mentioned four more issues that must be dealt with: 


1. Family members must be encouraged to relinquish personal myths they carried into 
the new family relationship. These myths may take many forms, but often they 
involve seeing former relationships as idyllic and viewing other people as either 
saints or devils. 

2. Family members must learn effective ways of communicating with each other. Effec- 
tive communication skills used in blended families are the same as those used in other 
relationships. They include paying attention to verbal and nonverbal messages, using 
“P messages, and being concrete. 

3. Family members need structured programs of parent training and reading lists of 
materials that are germane to their situation in the new family structure. Material 
provided in this bibliotherapeutic process should include research, especially for 
the adults in the relationship, as well as other books or pamphlets with simpler 
formats. 

4. Family members, especially children, need a forum in which they can mourn the 
loss of previous relationships and develop relationships in the reconstituted family. 
This may include the use of community support groups. 


The family therapist working with blended families must focus on external and 
internal factors that tend to unbalance the family system. Although family therapists deal- 
ing with traditional two-parent families concentrate on these same factors, the degree and 
complexity of the dynamics are not the same. Blended families have more emotional, 
historical, and internal issues that must be settled. 

To be effective, family therapists who work with blended families must devote large 
amounts of energy and effort to bring about multiple-person resolutions. They must join 
with members of the family in order to understand the frustrations inherent in each per- 
son’s role while seeking to bring about resolutions to problems within the family system 
as a whole. 
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PROCESS AND OUTCOME 


If therapists are successful with blended families, these families come to understand 
themselves better as systems. This goal is often disruptive and stressful because blended 
families are “an evolving family system in which each member reciprocally influences and 
is influenced by other family members” (Bray, 1993a, p. 272). Yet the process of better 
understanding the unity of the family can be achieved in several ways. 

One way of helping blended families come to terms with themselves is by support- 
ing the new parent and sibling subunits. This type of support stresses the importance of 
the couple and children learning to work, play, and make mistakes together. If successful, 
blended families become aware of themselves as family units composed of subsystems. 
They begin to gel in age- and stage-appropriate ways. Children within blended families 
may unite to ask for special privileges or a raise in their allowance. Similarly, parents may 
present a unified front as to behaviors that are and are not acceptable. 

Effective work with blended families also helps family members become tolerant of 
and deal realistically with one another and family life events. This means that persons 
within reconstituted families must avoid projection and distortions. “[T]he entrance of a 
new parent figure is a... unique experience” for children who may “displace their 
anger” onto this person (Walsh, 1991, p. 521). Likewise, all involved in a blended family 
must give up romanticizing or idealizing those who are now outside the formal structure 
of the family, such as a parent who no longer lives with his or her children (Everett & 
Volgy, 1991). 

At a developmental level, effective interventions help family members find their place 
in the new family as it is now. In some blended families, congruence between individual 
and family developmental issues exists, such as in blended families with young children. In 
this case, both parents and children seek cohesion. In other blended families, divergence 
between the goals of individuals and families exists, such as in a blended family with ado- 
lescents. Here the new couple might be developmentally prone to closeness, whereas the 
teenagers are ready to separate (Bray, 1993a). When treatment is successful, members 
become aware that they are in an environment in which novel roles can be explored. Such 
an environment is one in which family members are safe, and the overall atmosphere is 
one in which members can deal with their losses, gains, aspirations, and/or regrets. 

A fourth dimension of process and outcome involves fostering new traditions, 
including those dealing with both responsibility and celebrations (Imber-Black, 1988b). 
Many rituals in American society are inadequate as ways of terminating relationships 
(Everett & Volgy, 1991). Similarly, few models are available for joining family members 
from different backgrounds (Imber-Black, 1988b). Family therapy helps blended families 
create new and lasting ways of humanizing relationships. New traditions can be built 
around a commonly shared meal, such as dinner, in which everyone is given space and 
time to relate. Holiday periods can become opportunities for family members to celebrate 
old and new traditions. 

In working with blended families, therapists must help them examine their ability to 
discuss roles, boundaries, shared identity, diverse expectations, conflicts, and feelings and 
in the process develop a healthy self-concept of themselves as a family (Purswell & Taylor, 
2013). The mass media and even some scholarly journals frequently portray blended fam- 
ilies in a negative way. To do well, blended families must first find internal strength to deal 
with the external pressures and stereotypes that are less than healthy (or accurate). 
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Summary and Conclusion 


This chapter examined types/forms as well as dynam- 
ics of single-parent and blended families. It also looked 
at the strengths and challenges associated with these 
families, successful approaches that work with them, 
the role of a therapist in assisting them, and processes 
and outcomes of such work. 

Single-parent families have a lifestyle that has 
both temporary and permanent aspects. Although there 
have always been single-parent families, the growth in 
their number in the United States has increased drasti- 
cally since World War II. The reasons for the quantita- 
tive rise are varied and complex but include such 
factors as history, choice, and detrimental circum- 
stances, such as death, divorce, or unavoidable tempo- 
rary assignments. In the 1950s, divorce became the 
leading cause of the formation of single-parent families. 
It continues to be a driving force, along with death of a 
spouse, choice, and mandatory temporary assignments. 

Single-parent families come in many forms. 
They include at least one parent who is biologically 
related to the child (or the children) or who has 
assumed such a role through adoption. Because of the 
structure of single-parent households, a less structured 
and more democratic setup is created. This type of 
atmosphere may promote psychological bonding but 
may also blur needed boundary lines and lead to some 
confusion and frustration. As a group, single-parent 
families are less affluent than other family forms, and 
the majority of them are headed by women. 

The possibilities and problems of single-parent 
families are numerous. As a group, single-parent families 
may find it easier to relate to a variety of family types and 
individuals. Most of these families are flexible in their 
form and functionality. On the other hand, finding 
resources to support themselves and finding time together 
(or alone) to enjoy each other (or themselves) is difficult. 
Many single-parent families live in or close to poverty. 
They are often adversely affected by such environments. 


Summary Table 
SINGLE-PARENT FAMILIES 


The term single-parent family is applied to a 
number of different family forms, such as those 
created by divorce, death, abandonment, unwed 
pregnancy, adoption, imprisonment, and even 
extended temporary assignments. 


In working with single-parent families, therapists 
employ communication procedures, bibliotherapy, and 
linkage with relevant outside groups, such as Parents 
Without Partners and financial counselors. 

Working with blended families is a challenging 
process because of the multitude of variables and 
personalities involved. Family therapists who work 
with such families need to realize that blended fami- 
lies have unique as well as universal characteristics. 
Blended families have a particular life cycle of their 
own. They are binuclear in their structure. Many 
members of blended families are dealing with loss 
and grief because their previous relationships ended 
in death, abandonment, or divorce. The expression of 
feelings is probably higher than in traditional nuclear 
families. 

On the other hand, as in other family forms, 
members of blended families must deal with the uni- 
versal aspects of parent-children and sibling relation- 
ships. Members must balance concerns so that neither 
the individual nor the family suffers or is ignored. 

Helping blended families can be done in a 
number of educational and behavioral ways. The use 
of rituals is an important therapeutic tool. Blended 
families need to formulate and practice new traditions. 
Such behavior helps them bond and overcome physi- 
cal and psychological barriers that would otherwise 
hinder them. Bibliotherapy and psychoeducational 
processes are yet other possible ways to help. 

Family therapists who work with blended fami- 
lies need energy and imagination. They are called on 
to engage family members in ways that are complex 
and taxing. Just as being a successful blended family 
requires negotiation skills, the same is demanded of 
family therapists. Overall, the challenge for family 
therapists is to continuously learn about common ele- 
ments special to blended families while treating each 
new blended family as a one-of-a-kind phenomenon. 


A common thread of single parenthood is that 
one parent is primarily responsible for himself 
or herself and a child or children. 


Single-parent families comprise about 30% of 
today’s families with children. 
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Historically most single-parent families were cre- 
ated by death or divorce. 


One reason the number of single-parent fami- 
lies is increasing is that many single women 
are choosing to bear and raise children by 
themselves. 


Single-parent families that are formed as a result 
of extended temporary assignments face imme- 
diate task overloads and must make adjustments, 
including reassigning or dropping jobs. They 
must constantly adjust and readjust when a parent 
leaves or reenters the family. 


STRENGTHS AND CHALLENGES CONNECTED 
WITH SINGLE-PARENT FAMILIES 


TYPES OF SINGLE-PARENT FAMILIES 


Generally, it takes at least 2 years for single-parent 
families to form into functional units. 


Single-parent families that form as a result of 
divorce contain both custodial and noncustodial 
parents. Each parent faces challenges individu- 
ally and in connection with her or his child/ 
children. 


Single-parent families that form as a result of 
death face the task of having all members go 
through the stages of mourning, readjustment, 
and accomplishment. 


Single-parent families formed as a result of choice 
must deal with planning, arrival, and adjustment 
stages of development. 


Single-parent families created because of uncon- 
trollable temporary assignments such as a call- 
up to military action or a transfer by a corporation 
to overseas duties face stress because of the sud- 
denness and seriousness of the circumstances. 


DYNAMICS ASSOCIATED WITH 
SINGLE-PARENT FAMILIES 


By understanding the dynamics underlying the 
formation of single-parent families, therapists 
can best help them. 


Single-parent families that form as a result of 
divorce have spouses who have generally been 
influenced by rapid change, personality compat- 
ibility factors, and interpersonal problems. 


Members must deal with the loss of the mar- 
riage, new roles, redefinement of relationships, 
and establishment of a satisfactory arrangement 
with the former spouse or noncustodial parent. 


Single-parent families formed as a result of the 
death of a spouse must deal with shock, grief, a 
new family reality, and internal/external demands. 


Single-parent families that form as a result of 
choice must successfully combat societal pres- 
sures. Furthermore, they must justify their decision 
and marshal their resources. 


Single-parent families often have the following 
strengths: 


e They are more democratic. 

e They have flexible roles and rules. 

° The children mature and take responsibility 
earlier. 

e They are creative in locating needed 
resources. 


Single-parent families often face the following 
challenges: 


e They have unclear or undefined bound- 
aries and roles. 

e Their children, especially boys, may not 
achieve to the same extent as children 
from other types of families. This is par- 
ticularly true if the single-parent family is 
a result of divorce. 

e The children contend with identity con- 
fusion. 

e The children may have difficulty relating 
to the opposite gender. 

e They live in or near the poverty level. 

e They must cope with depression and 
other negative emotional residue. 


APPROACHES FOR WORKING WITH 
SINGLE-PARENT FAMILIES 


Prevention work such as premarital counseling 
helps single-parent families make better 
adjustments when a spouse is away, especially 
temporarily. 


In addition to preventive techniques, family 
therapists can use the following: 


* Communication methods (e.g., family 
council). 

e Social support groups (e.g., Parents 
Without Partners). 

e Financial counseling services. 

e Bibliotherapy. 
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ROLE OF THE THERAPIST 


The role of the family therapist includes dealing 
with boundaries, hierarchies, and engagement/ 
detachment. 


Family therapists must lay aside personal biases/ 
prejudices. 

Family therapists must deal with emotional vola- 
tility of the family. 


Family therapists must help foster inner resources 
and support groups for family members. 


PROCESS AND OUTCOME 


If single-parent family therapy is successful, 
families should accomplish the following: 


e Manifest more competence in dealing 
with the external environment and be 
more confident interpersonally and 
intrapersonally. 

e Have clear and functional boundaries. 

e Make better financial and remarriage 
decisions. 

e Utilize their and community resources 
more fully. 


BLENDED FAMILIES 


A blended family consists of two adults and 
stepchildren, adoptive children, or foster chil- 
dren. They are most prevalent among European 
Americans, although they are found among all 
cultural groups. 


Historically, blended families have always been 
part of American family life. 


The growth of blended families is a major reason 
that the perception of what is “normal” in family 
life has changed. 


One of the problems of helping blended fami- 
lies is that there is no terminology to discuss the 
complex dynamics within them. 


helped survivors deal with death. Now divorce 
is the main means by which such families are 
formed, and there are few rituals for dealing 
with this phenomenon. 


More than 1 million divorces occur each year. 
The actual divorce rate is between 50% and 66%. 
About two thirds of divorces occur in the first 10 
years of marriage. Most who divorce eventually 
remarry. Ethnic groups experience divorce dif- 
ferently. After divorce, contact between a child 
and a noncustodial parent, especially child/ 
father contact, frequently declines. 


DYNAMICS ASSOCIATED WITH 
BLENDED FAMILIES 


Blended families are born out of loss and hope. 


Most children and adults who become part of a 
blended family can have a good experience, but 
first they must resolve past experiences and 
modify unrealistic fantasies. 


Blended families have structures that both help 
and inhibit bonding and alliances. These struc- 
tures are different from those of nuclear families. 


Many blended families are binuclear and involve 
the interrelating of two or more households. 


Blended families face situational and develop- 
mental tasks that are different from those of 
other families. They must resolve the past, alle- 
viate fears, deal with trust, be realistic, and 
become psychologically/physically attached. 


The ages and stages of children and parents 
influence how many issues blended families 
face and how they are resolved. 


The members of a blended family must work 
through the feelings associated with previous 
relationships and family structures. 


Integrating members into blended families is dif- 
ficult and takes at least 2 years. Some relation- 
ships, such as that between children and 


FORMING BLENDED FAMILIES stepfathers, are problematic. 
A blended family is most commonly formed STRENGTHS AND CHALLENGES CONNECTED 


when a person from a previous marriage remar- WITH BLENDED FAMILIES 
ries someone who is single or previously mar- 


ried. One or both of the marriage partners 
comes into this arrangement with children. 


Assets blended family members bring to each 
other include the following: 


Prior to the 1950s, death was the most frequent 
reason for the ending of a marriage. Rituals 


e Different life experiences. 
e Kin and quasi-kin networks. 
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e Creativity and innovation. 

° Appreciation and respect for differences 
in living styles. 

e The ability to make the most of situa- 
tions and model appropriate coping 
strategies for other families. 


Challenges that blended families must deal with 
include the following: 


e The loss of an important member (or 
members) of the former family. 

° The establishment of a workable family 
hierarchy. 

e Boundary difficulties. 

e Unresolved emotions. 

e Economic concerns and financial diffi- 
culties. 


APPROACHES FOR TREATING 
BLENDED FAMILIES 


To deal effectively with blended families, atten- 
tion should be focused on the following: 


e Helping families recognize and deal 
appropriately with old loyalties and 
new ties. 

e Helping families become involved con- 
structively with significant others, such 
as a former spouse or new children. 

e Providing families with educational 
materials. 

e Helping families to develop their own 
rituals and traditions. 


ROLE OF THE THERAPIST 


Therapists who work with blended families 
wear many hats. They must help these families 


deal with separation, custody, and death issues 
rationally and psychologically. 

Therapists must help blended families arrange 
predictable and mutually satisfactory interac- 
tional patterns, including relinquishing personal 
myths, teaching communication skills, offering 
parent training, and providing a forum for the 
airing of common and unique concerns. 


In general, family therapists must work with a 
variety of internal and external issues that tend 
to unbalance blended families. 


PROCESS AND OUTCOME 


As a result of effective family therapy interven- 
tions, blended families are able to accomplish 
the following: 


° Understand personal and systemic issues 
related to this arrangement. 

e Be aware of subunits within their fami- 
lies and be able to be more tolerant and 
realistic with each other. 

e Be able to find their place within these 
families and deal effectively with indi- 
vidual and family developmental issues. 

* Understand the importance of integrat- 
ing family members into a working sys- 
tem by creating unique family ways of 
operating and traditions. 

° Be stronger internally and able to with- 
stand negative portrayals of blended 
families in the media. 


CHAPTER 5 


Therapy for 
Culturally Diverse 
Families 


She works cleaning clothes and ironing sheets, 
a person of color in a bland and bleached world 
where there is little emotion amid the routine 
as the days fade like memories into each other. 
He struggles trimming hedges and mowing grass, 
a solitary white man surrounded by people 
whose skin is darker than his. 
Sometime when discouraged she struggles 
to stop her dreams from slipping away, 
like the fresh steam from her always hot iron, 
by calling her hopes by name. 


He too concentrates on the yet-to-be 
amid the tedium of routine and long hours 
as he imagines pictures of home 
and scenes of those who love him. 


Gladding, 1992d 


CHAPTER OVERVIEW 
From reading this chapter, you will learn about 


m The differences in culture and ethnicity and the dynamics associated with culturally 
diverse families. 

m Matters pertaining to working with gay and lesbian families. 

m Issues involved in working with culturally diverse families. 

m The dynamics involved in six identifiable cultural family groups—African American, 
Asian American, Hispanic/Latino American, Native American, Arab American, and 
European American. 
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sm Guidelines for working with culturally diverse families and the role of the therapist in 
the process. 


As you read, consider 


m What your family of origin taught you about your culture and other cultures and how 
they did this. 

What experience you have had in your interactions with culturally diverse families. 
What your beliefs are about families that are culturally different from you. 

How your opinions and knowledge about gay and lesbian families developed. 

Your comfort level in working with families that are culturally distinct from your own 
or those you have known. 


istinct cultures and culturally diverse families have been a part of American society 

since its inception, yet only since the 1970s and 1980s has there been a focus on 

culture in working with individuals and families. There are various reasons for the 
general neglect and lack of cultural sensitivity until fairly recently. A prominent one was the 
assumption that conceptual, theoretical, and methodological frameworks already developed 
would be appropriate for persons of various cultures and colors regardless of their back- 
ground (Turner, Wieling, & Allen, 2004). That supposition translated into benign neglect in 
regard to research, theory, and practice. A second reason for the delay in addressing the 
needs of multiple cultures was that until the 1980s the number and percentage of people in 
the United States who identify themselves as other than “White” or “Caucasian” was rela- 
tively small. In the 21st century, the number of people whose origins are non-European has 
been growing rapidly in the U.S. population. Furthermore, the estimated number of foreign- 
born people in the United States is increasing rapidly (Lee & Ramsey, 2006). 


WHAT IS CULTURE AND WHY IS IT IMPORTANT? 


Culture is defined here as “all of the dimensions of diversity, including but not limited to 
race, ethnicity, nationality, class, gender, sexual orientation, religion, age, and ability” 
(Laszloffy & Habekost, 2010, p. 334). This broad definition implies that culture is a multi- 
dimensional concept that encompasses the collective realities of a group of people (Lee & 
Ramsey, 2006; Thomas, 1998). As such, culture is made up of behaviors and traditions that 
have been cultivated over a long time. A culture includes diverse groups of people who 
may differ in regard to race, religion, or social status but identify themselves collectively 
in a particular way. For instance, it is possible to speak about Jewish, Christian, Buddhist, 
Taoist, Hindu, or Muslim cultures that encompass people from a wide range of social 
classes. It is also appropriate to talk about specific countries and their cultures, such as 
Malaysian, Japanese, Egyptian, Turkish, British, Kenyan, or Indian. Culture may be spo- 
ken of in regard to those who are racially in either the majority or the minority. The point 
is that cultures operate on many levels—inclusive and exclusive, specific and general. 
Many cultures are open to people of various backgrounds who identify with them 
and act in accordance with their traditions and values. Some are closed. In a pluralistic soci- 
ety such as that of the United States or Canada, “a complex mélange of cultural influences” 
exists that affects families and their members (Szapocznik & Kurtines, 1993). It may be a 
conscious aspect of a family’s identity, such as taking pride in ancestry, or it may consist 
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of unconscious practices that family members perform and never question. Both con- 
scious and unconscious practices of culture involve seeing and being in the world 
through a persistence to continue to live a certain way despite information to the 
contrary (Watzlawick, 1976). 

Multicultural, a term used to refer to distinct cultural groups within a region or 
nation and their needs, is also a relatively new term in the professional field even though 
all marriages are cultural intermarriages to a degree, that is, multicultural in a broad sense 
(McGoldrick & Giordano, 1996). The reason for the shift in focus to the area of multicul- 
turalism has been the overt change in the population makeup in the United States and 
elsewhere, which has called attention to the increased importance of understanding cul- 
ture in couple and married relationships. 

Not only are distinct groups such as Asian Americans, Native Americans, Hispanics, 
and African Americans flourishing, but in addition marriages across racial and ethnic lines 
are increasing at a substantial rate (Crippen & Brew, 2013). Intercultural couples are 
becoming more prevalent, as are multiracial and multicultural children (Bystydzienski, 
2011). For instance, more “than 80% of Italians and more than 40% of Hispanics, respec- 
tively, choose mates outside their own cultural groups [and] the rates of marriages 
between African Americans and European Americans has tripled” since 1980 (Molina, 
Estrada, & Burnett, 2004, p. 139). Overall, more than 1 in 15 marriages in the United 
States is between people of different races or ethnicities, compared to 1 in 23 in 1990—a 
65% increase (El Nasser & Grant, 2005). 

While these interethnic, interfaith, and interracial relationships provide individuals 
with enrichment and challenges to their worldview, they also complicate interpersonal 
relationships inside and outside the couple and family (Bustamante, Nelson, Henrikson, 
& Monakes, 2011; Crippen & Brew, 2007). For instance, in shaping their couple identity, 
partners must constantly redefine themselves in terms of their relationship with their 
families of origin and cultural communities (Kellner, 2009). The redefinement process 
often causes marital stress. 

Some of the coping strategies intercultural couples use to manage this stress include 
integration (melding both cultures together and celebrating each), coexistence (part- 
ners retaining their separate cultures), singular assimilation (one partner being more 
assimilated to the partner’s culture than vice versa), and lack of resolution (couples not 
knowing what to do with or having conflict around difference) (Seshadri & Knudson- 
Martin, 2013). The use of humor, recognition of similarities, gender-role flexibility, and 
general appreciation for other cultures are further strategies used by couples from differ- 
ent backgrounds (Bustamante et al., 2011). 

Professionals who would work with families that are intercultural or just of a different 
culture from theirs must gain knowledge about various family types and develop skills in 
treating them. Otherwise they will do more harm than good in working with these families. 
Thus most therapists are now striving to understand individuals and families “in the context 
of the family’s culture” and the culture at large (Gushue, 1993, p. 489). In short, they are 
seeking cultural competency, which is sensitivity to such factors as race, gender, ethnic- 
ity, socioeconomic status, and sexual orientation, as well as the ability to respond appropri- 
ately in a therapeutic manner to persons whose cultural background differs from their own. 

Working with culturally diverse families is not simple or easy. “Openness to diversity 
and cultural competence when providing family therapy is essential” (Lee & Mjelde-Mossey, 
2004, p. 497). Situations that encompass the life span, from dealing with health to reacting 
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to death, are treated differently by diverse cultural groups (Brown, 1988; Hines, Preto, 
McGoldrick, Almeida, & Weltman, 1999; Jencius & Duba, 2002). In working with families, 
therapists must take into account how different cultures instill in family members attitudes 
and actions, such as social and communication patterns, and how these values play out 
in intracultural and intercultural couples and families as well (McGoldrick & Hardy, 2008; 
Thomas, 1998). 

If family therapists do not comprehend the values and characteristics of specific 
cultures and their families, the behaviors associated with these beliefs and traditions are 
likely to be undervalued, misunderstood, and/or pathologized (Billingsley, 1968; 
McGoldrick & Giordano, 1996). This misunderstanding is associated with cultural preju- 
dices, flaws in collecting data about minorities, stereotyping, and unrecognized economic 
differences (Hampson, Beavers, & Hulgus, 1990; Ma, 2005). 

Thus, culturally diverse families need to be seen in regard to their strengths and lia- 
bilities both collectively and individually. One way to do this is to study these families from 
the perspective of their competencies, social class, honored behaviors, customs, typical 
behaviors, and observed family styles (Billingsley, 1992; Hampson et al., 1990; Lee & Mjelde- 
Mossey, 2004). This type of approach makes it more likely that significant differences and 
similarities of families from various backgrounds will be reported accurately and fairly. 

This chapter discusses numerous aspects of culturally diverse families. The emphasis 
is on the dynamics that are common to a broad range of families. Issues involved in work- 
ing from a multicultural point of view are stressed. Matters pertaining to working with gay 
and lesbian families are addressed first because this kind of family is found to some extent 
within all cultures and, until recently, has been “invisible.” Issues in working with more 
identifiable cultural groups—African American, Asian American, Hispanic/Latino American, 
Native American, Arab American, and European American families—are dealt with next. In 
discussing cultural groups, it must be stressed that it is easy to stereotype groups according 
to cultures and that therapists must take extreme care not to get caught in this trap. They 
must realize that within-group differences are greater than outside differences in cultures. 
Furthermore, they must be open to working with the uniqueness that is every family. 


Family Reflection: Think of a family you know that is culturally different from your family of 
origin. How does this family differ from yours in the ways in which they see the world? Their 
interests? The ways they treat women, men, and children? The ways they celebrate special oc- 
casions? The ways they handle money? The ways they worship? What does this information tell 
you about the importance of cultural diversity in working with a family? 


DYNAMICS ASSOCIATED WITH CULTURALLY DIVERSE FAMILIES 


Culturally diverse families are affected by the same social pressures that affect other 
families. These families must learn to cope with the stressors associated with money, 
work, children, aging, death, success, and leisure (Turner, 1993). However, the ways in 
which families from different cultural backgrounds view and respond to life events differ. 
For example, some general and striking characteristics of Jewish families are marrying 
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within the group, encouraging children, valuing education, and using guilt as a way of 
shaping behavior. Some Italian families, to use another example, place importance on 
expressiveness, personal connectedness, enjoyment of food and good times, and tradi- 
tional sex roles (McGoldrick & Rohrbaugh, 1987). These illustrations point to how minority- 
culture families are affected both quantitatively and qualitatively in regard to life 
experiences in ways that members of majority families are not (Sue & Sue, 2013). “Certain 
moments in the family life cycle will represent greater crisis for one culture than for 
another” (Gushue, 1993, p. 489). In Irish families, “death is generally considered the most 
significant life cycle transition and members will go to great lengths not to miss a wake or 
a funeral” (McGoldrick, 1986a, p. 31). On the other hand, “because of the stress on inter- 
dependence in Puerto Rican culture, the loss of a family member is experienced as an 
especially profound threat to the family’s future and often touches off reactions of extreme 
anxiety” (Garcia-Preto, 1986, p. 33). 

Culturally diverse families who are in the minority must also contend with overt as 
well as covert criticism of their patterns of family interaction, which may not be univer- 
sally accepted (Tseng & Hsu, 1991). If women are treated by certain families as inferior or 
subservient, these families and their culture may be taken to task by others. Similarly, a 
majority culture may ignore civic or religious holidays important to particular cultural 
groups and directly and indirectly convey to members of these groups their disinterest or 
disdain in them as people. 

Another difficulty for culturally diverse families is appearance. Members of some 
families may be recognized by their distinct skin color, physical features, or dress. They 
must deal with subtle and blatant prejudice and discrimination on an almost continuous 
basis (Ho, 1987). As a result of discrimination or hatred based on outward appearance, 
some families faced the task of nurturing and protecting each other in ways unknown to 
majority-culture families. 

A fourth dynamic that affects culturally diverse families involves their access to mental 
health services (Sue & Sue, 2013). The location of mental health services, their formality, 
and the way they advertise their services is often a turnoff for culturally diverse families. 
For example, American Indians may have to drive miles for treatment and then find that 
the clinic’s operation hours are not convenient to their lifestyle. This kind of situation is 
known as an institutional barrier. Other institutional barriers include the use of a lan- 
guage not understood by minority families and the lack of culturally diverse practitioners. 

A final factor influencing culturally diverse families involves economics (Arnold & 
Allen, 1995). To function well in society, families must have one or more persons earning 
wages that make it possible to live beyond a survival level. Minority cultures are often 
excluded from certain jobs, and their employment opportunities can be limited by events 
in society such as the rise of technology and service industries and the shrinkage of the 
working class in the United States. These events have resulted in many heads of minority 
households being cut out of employment opportunities that pay good wages and thereby 
falling into the ranks of the working poor and underclass. 


ISSUES WITHIN CULTURALLY DIVERSE FAMILIES 


A number of critical issues are involved in working with culturally diverse families. These 
issues center on attitudes, skill, and knowledge. Many family therapists are at an initial 
disadvantage in dealing with culturally diverse families, considering the fact that as a field 
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marriage and family therapy “reflects a bias toward the dominant European American 
culture in its history, theories, and membership” (McDowell et al., 2003, p. 179). While 
virtually no family therapist can be an expert on all cultures (Hines et al., 1999), most 
family therapists can acquire general abilities that enable them to be effective in helping 
a wide variety of families. In acquiring cultural knowledge, such factors as sensitivity, 
experience, acceptance, ingenuity, specificity, and intervention often determine whether 
family therapists are successful. 


Sensitivity 


The issue of sensitivity is one with which all helping professionals must deal. “Sensitivity 
and respect for the beliefs and world view of the client/family is crucial” (Santisteban & 
Szapocznik, 1994, p. 22). If family therapists are not sensitive to the similarities and differ- 
ences between themselves and the families with which they work, they may make 
assumptions that are incorrect and unhelpful (Boynton, 1987). Professionals who are 
insensitive have been described as culturally encapsulated counselors (Wrenn, 1962, 
1985). They tend to treat everyone the same, and, in so doing, make mistakes. For exam- 
ple, different American Indian families differ in regard to their makeup and the strategies 
members use to resolve problems. If therapists are not sensitive to this fact, they may try 
the same methods with all American Indian families and get mixed results. 


Experience 


The issue of experience refers to that of the family therapists as well as that of the fami- 
lies they treat. Professionally, a family therapist may find it hard to work with a family of 
a diverse background if the therapist has not had some life experiences with members 
of that culture. A therapist from a socially isolated, homogeneous, middle-class back- 
ground may become lost when trying to help a poor, newly immigrated family resolve 
family conflict. 

Also important is the specific experience of culturally diverse families. Specific cul- 
tural backgrounds are often influenced by a family’s experiences in the larger society. If a 
family of Hispanic/Latino descent has a history of affluence and acceptance within main- 
stream society, a family therapist needs to recognize and respect the socioeconomic fac- 
tors that influence that family. Such families and their members often find themselves in 
conflict because of their inheritance of two different cultural traditions (Ho, 1987; Sue & 
Sue, 2013). 


Acceptance 


The issue of acceptance encompasses therapists’ personal and professional comfort with 
a family. If therapists cannot openly accept culturally diverse families, they are likely to 
display overt or covert prejudice that negatively affects the therapeutic process. There- 
fore, it is of utmost importance that therapists assess their thoughts and feelings about the 
families that are before them. The question of racism must be raised early if the family 
and therapist are of different racial backgrounds (Franklin, 1993). Social, behavioral, and 
economic differences need to be examined also to assess whether the family and thera- 
pist are a good match. Models for examining therapists’ values in regard to families and 
self have been developed (see Table 5.1). 
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TABLE 5.1 Cultural Value Preferences of Middle-Class White Americans and Ethnic Minorities: 
A Comparative Summary 


Area of Middle-Class Asian/Pacific American Indians, African Hispanic 
Relationship White Americans Americans Alaskan Natives Americans Americans 
Human to nature/ Mastery over Harmony with Harmony with Harmony with Harmony 

environment with 
Time orientation Future Past-present Present Present Past-present 
Other people Individual Collateral Collateral Collateral Collateral 
Preferred mode Doing Doing Being-in-becoming Doing Being-in- 

of activity becoming 
Nature of humanity Good and bad Good Good Good and bad Good 


From M. K., Family Therapy with Ethnic Minorities. Newbury Park, CA: Sage, 1987:232. ©1987 Sage Publications, Inc. Reprinted 
by permission. 


Ingenuity 


To be effective in treating culturally diverse families, therapists must use their ingenuity. 
Most cultural settings provide natural help-giving networks (Sue & Sue, 2013). Effective 
family therapists utilize these networks and are innovative as well. Instead of trying to 
treat some families within the confines of an office, therapists act as consultants to agen- 
cies and persons who can best work with certain families. In the African American com- 
munity, for example, churches and ministers have traditionally been a source of strength 
and help (Richardson & June, 2006). Therapists may act in conjunction with and in direct 
and open collaboration with these sources in treating a family in context (Boszormenyi- 
Nagy, 1987) or working to engage family members, especially men, in programs like mar- 
riage enrichment (Hurt, Beach, Stokes, Bush, Sheats, & Robinson, 2012). On the other 
hand, with traditional Asian Americans, subtlety and indirectness may be called for rather 
than direct confrontation and interpretation (Sue & Sue, 2013). 


Specificity 


Specificity is necessary because each family is unique and must be treated differently. 
Family therapists must assess the strengths and weaknesses of individual families and 
design and implement specific procedures for each. In “families that expect therapy to 
be a growth experience .. . the therapy must be presented in this light. Conversely, in 
families that expect a no-nonsense, problem-solving approach, therapy should be pre- 
sented as having concrete, attainable, short-term goals” (Santisteban & Szapocznik, 
1994, p. 22). 

In practical terms, family therapists must realize that the needs and issues of first- 
generation families differ from those of more acculturated families. Contrary to popu- 
lar belief, as families become acculturated, they do not drop former cultural ways; 
instead they add new ones and synthesize “both the new and the old in a creative 
manner” (Newlon & Arciniega, 1991, p. 202). The issue of specificity is a reminder that 
the application of treatment needs to be congruent with and tailored to a family’s 
experiences. 
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Intervention 


A final aspect of being an effective counselor with culturally diverse families involves the 
challenge of intolerance within systems. The goal of working productively with families 
in the face of intolerance is accomplished when a counselor assumes the role of a sys- 
tematic change agent (Lee, Armstrong, & Brydges, 1996). In this role, the therapist tries 
to intervene on behalf of families facing unhealthy and intolerant systems. There are two 
types of unhealthy systems. One involves a “passive insensitivity to diversity” (Lee et al., 
1996, p. 5), that is, the plight of people outside one’s culture is simply ignored. The other 
intolerant system is “one characterized by an active and intentional insensitivity to diver- 
sity” (Lee et al., 1996, p. 5). This latter type of system fosters active discrimination, which 
is easier to identify. Bringing about change in either type of system takes courage, persist- 
ence, and time. 


APPROACHES FOR WORKING WITH CULTURALLY DIVERSE FAMILIES 


Culturally diverse families have several characteristics in common. The importance and 
influence of the extended family and kinship ties are almost universal Johnson, 1995). 
However, all families have unique characteristics that must be considered when working 
with them. Therapists should consider that “the definition of family, as well as the timing 
of life-cycle phases and the importance of different transitions, varies depending on a 
family’s cultural background” (Carter & McGoldrick, 1988, p. 25). With this in mind, the 
following sections highlight some common aspects of and therapeutic issues surrounding 
“invisible families’—those composed of gays and lesbians—and of six distinct culturally 
diverse family groups in the United States: African Americans, Asian Americans, Hispanic/ 
Latino Americans, Native Americans, Arab Americans, and European Americans. 


Gay and Lesbian Families 


Approximately 4% of Americans, or about 9 million people, identify themselves as gay or 
lesbian (Centers for Disease Control and Prevention, 2013). Not all are “out,” much less 
coupled, but with the growing acceptance of gays and lesbians in American society and 
with more states legalizing gay marriage or unions, family therapists are seeing increasing 
numbers of gay and lesbian couples and families (Butler, 2009). Approximately 1 of every 
10 cases in marriage and family therapy involves lesbians or gays (Alonzo, 2005). As a 
rule such couples “are more likely than heterosexual couples to avail themselves of pro- 
fessional services to address problems in their current relationship” (Means-Christensen, 
Snyder, & Negy, 2003, p. 80). By understanding the dynamics surrounding these relation- 
ships, family therapists can overcome negative and detrimental stereotypes associated 
with this population and at the same time be able to provide proper and needed services 
(Linville & O’Neil, 2008; McGeorge & Carlson, 2011). 

Until recently there has not been much research on gay and lesbian families (Alonzo, 
2005). The gay and lesbian family has been all but “invisible” in family therapy research, 
and this population has been mainly studied in regard to individuals (Means-Christensen 
et al., 2003). However, a number of facts are known about gay and lesbian families. 

First, as a group, gay and lesbian families are intergenerational. “Each partner, child, 
and other family member is influenced by and must come to terms with the specific history 
and culture of his or her own family of origin in its sociocultural context” (Laird, 1993, 
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p. 285). As a rule, gay and lesbian couples report less perceived social support from their 
families and may be more distant from them than are other forms of family (Houts & 
Horne, 2008). 

Second, there is a cycle to gay and lesbian family life, and issues at each stage are 
crucial to understand if these families are to be understood. In becoming a couple, gays 
and lesbians, like other men and women, wish to have parental approval (LaSala, 2002). 
Throughout their lives together, gay and lesbian families “must decide who will do what, 
when, where, and how in order to meet the particular needs of the family as a whole and 
of individual family members, whose interests at times may conflict or compete” (Laird, 
1993, p. 308). 

Third, gay and lesbian families are varied. There is no “typical” gay or lesbian family 
any more than there is a typical family for any other cultural group (Linville & O’Neil, 
2008). However, “the relationships of gay and lesbian partners appear to work in much the 
same way as the relationships of heterosexual partners do” (Houts & Horne, 2008, p. 241). 

Finally, as much as any minority group, gay and lesbian families have mixed levels 
of satisfaction in their relationships. Research indicates that lesbian and gay couples have 
relationships that are as satisfying (Stabb, 2005) with “more constructive conflict resolu- 
tion in comparison to heterosexual married couples” (Houts & Horne, 2008, p. 241). 
However, many gay and lesbian couples and families suffered from a lack of affirming 
role models and social support. They still face discrimination on many levels and are stig- 
matized within society in general (Janson & Steigerwald, 2002; Sayger, Homrich, & Horne, 
2000). Such is the case especially with lesbian, gay, and bisexual people of color, who 
may face “experiences of oppression, marginalization, and discrimination related to one 
or more of their social identities” (Ferguson, 2009, p. 261). This type of treatment adds 
additional stress to their lives and makes dealing with daily issues, let alone crises, more 
difficult (Robertson, 2004). 


WORKING WITH GAY AND LESBIAN FAMILIES The place most family therapists need to 
start when working with gay and lesbian families is with themselves, especially in sorting 
out their feelings in regard to this population (Ferguson, 2009; Green, Murphy, Blumer, & 
Palmanteer, 2009). Most family therapists are heterosexuals and carry conscious and 
unconscious negative thoughts and feelings about those who are not. To be effective with 
gay and lesbian families, family therapists need to stay open and aware and acknowledge 
their beliefs and biases, as well as be studious regarding current scientific knowledge and 
clinical issues regarding gay and lesbian lifestyles (Alonzo, 2005; Sayger et al., 2000). 

After working on themselves and sharpening their clinical abilities to be therapeutic 
with members of this population, family therapists must address both external and inter- 
nal issues associated with being a gay or lesbian couple or family. Externally, gay and 
lesbian families face a world of obstacles with few support services (Ritter, 2007). These 
difficulties include cultural and societal homophobia, lack of legal opportunities and 
rights, and difficulties in adoption, child rearing, and housing, as well as stigmas associ- 
ated with their lifestyle (Godfrey, Haddock, Fisher, & Lund, 2006). Therefore, family 
therapists need to be familiar with local, state, and national laws affecting gays and lesbi- 
ans, as well as community and psychoeducative resources available to them and their 
families of origin (Sayger et al., 2000, p. 34). 

Another external issue is that some parents and relatives of gays and lesbians have 
difficulty accepting the sexual orientation and lifestyle of their kin (Godfrey et al., 2006). 
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Therapeutic treatment may involve working with the extended family members of this 
population so that at least an understanding, if not an acceptance, of the gay and lesbian 
family can be gained. Bowen family therapy is a good approach in these cases. 

A challenge that is continuous for family therapists is dealing with the diversity of gay 
and lesbian family lifestyles and subcultures (Snead, 1993). Treatment for gay and lesbian 
families that may be appropriate in one case may not be appropriate in another. Some 
forms of these families have “fluid boundaries and flexible composition” (Patten, 1992, 
p. 34), whereas others do not. Abuse may be present in some situations but not in others. 

Family therapists face the challenge of helping these families relate positively to 
themselves, their partners, and society. In some cases, there is commitment ambiguity 
in which “one partner is not sure about his or her place in the relationship” (Alonzo, 2005, 
p. 375). In others, an assessment of internalized beliefs needs to be gathered. Thoughts 
and matters related to feelings clients have about themselves and their partners need to be 
clarified. In working with gay and lesbian families, therapists often have to work with 
society at large and its institutions, too, in order to deal with matters of prejudice and dis- 
crimination (May, 1994). All of these processes take time, support, and creativity. 

Finally, family therapists need to recognize that gay and lesbian families deal with 
matters besides their sexual orientation (Butler, 2009). These issues are varied and are 
similar to what other couples and families struggle with. Therefore, family therapists 
should not assume what a gay or lesbian couple or family wants to talk about or work on. 


CASE ILLUSTRATION 
The Stevens 


Jeff Sutton and Mark Stevens were among the first couples married under the Massachusetts 
law permitting same-sex marriages. They had lived together for 5 years prior to their nuptials 
and thought they knew each other well. Jeff even had his surname legally changed to Stevens 
to signify the bond between them. 

Now they are facing some difficult times. They feel accepted by friends and work 
colleagues in Boston, but Jeff is not really sure he wants to be committed to the relation- 
ship with Mark the rest of his life. He told Mark that he is even considering going to court 
to reacquire his original surname and that he wants a trial separation. 

Besides offering this couple marital and family therapy, what do you think you 
could or should do if they came to you? What part, if any, might their families of origin 
be considered in your decisions regarding them? How about your prejudices/beliefs? 


African American Families 


African Americans are the second-largest minority group in the United States. Approxi- 
mately 40 million people identified themselves as African American only, or Black, in the 
United States in 2011, or 13% of the total population, with a projected growth in this 
population to 45 million by 2020 (U.S. Census Bureau, 2011b; BlackDemographics.com, 
2013). Families of African Americans are diverse in regard to background and traditions. 
However, they have much in common—many of their ancestors were brought to the 
Americas as slaves, and their dark skin color differentiates them from the majority of 
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people in the United States. These two characteristics have kept African Americans and 
their families at an extreme disadvantage in acculturating and being accepted in society. 

As a result, they have had to face continuous racism and discrimination. African 
Americans have thus suffered many socioeconomic disadvantages and a great deal of 
stress (Kazdin, Stolar, & Marciano, 1995). Because of this prejudice, the family unit has 
been an essential institution for survival in the African American community. It has been 
especially supportive for the most vulnerable. Of interest, in popular television shows 
and films, African Americans have been depicted in a number of sometimes contradictory 
ways, such as wise and witty (e.g., The Cosby Show), middle class (e.g., Laurel Avenue), 
funny (The Nutty Professor), resourceful (The Pursuit of Happyness), violent and unruly 
(e.g., Boyz N the Hood), and heroic (e.g., The Taking of Pelham 123). What is true is that 
African American families vary just like other types of families. 

In regard to strengths, African American families are known for being strong in the 
area of kinship bonds. Most African American families “are embedded in a complex kin- 
ship and social network” that includes both blood relatives and close friends (Lambie & 
Daniels-Mohring, 1993, p. 74). Another strength of African American families is their reli- 
gious orientation and spirituality (Awosan & Sandberg, 2011). They often utilize the 
resources of their clergy and churches (Richardson & June, 2006). In fact, African American 
clergy are often the gateway to mental health services (Allen, Davey, & Davey, 2009). 
Cooperation, strong motivation to achieve, adaptability of roles (resilience), caring parent- 
ing, family structure, a strong work orientation, and a willingness to seek counseling are 
other positive characteristics that describe African Americans (Bell-Tolliver, Burgess, & 
Brock, 2009; Hill, 1972; Olson, 2000). 

Despite their strengths, African American families face a number of negative factors. 
Externally, African American parents are often “‘under surveillance’ by mental health and 
social work professionals, who tend to perceive their parenting practices as strict, harsh, 
and even abusive at times” and think about them historically rather than in a present-day 
context (Adkison-Bradley, 2011, p. 307). Internally, African American male-female rela- 
tionships have “become more problematic, conflictual, and destructive” (Willis, 1990, 
p. 139). The reasons for this phenomenon are complex and relate to factors that include 
conscious and unconscious legacies of slavery and a changing society, such as mistrust, 
insecurity, unemployment, socialization, and rage. For example, Black men have tradi- 
tionally been denied the role of provider, which, along with the roles of protection and 
procreation, has been one of the three traditional roles for men in society (Levant, 2003). 
Thus, census figures show that while 44% of White men and 51% of White Americans are 
married, the figure is 32% for Black men and 26 % for Black women (Centers for Disease 
Control and Prevention, 2012a). Indeed, “the portion of married and two-parent African 
American families has seen a decline by 20% over the past 50 years when compared with 
Hispanics, Latinos, and Whites” (Vereen, 2007, p. 282). Regardless of the underlying 
dynamics, the result is that despite their belief in the institution of marriage and an 
increased affluence, fewer African Americans marry today than at any time in history 
(Waller & McLanahan, 2005), and out-of-wedlock births account for almost three of four 
African American births (Centers for Disease Control and Prevention, 2012b). 

African American families must deal with outside pressures such as racism, prejudice, 
poverty, and discrimination (Lee, 1995). The social and economic turmoil surrounding 
the Civil Rights movement, the Women’s movement, and the Vietnam War changed the 
overall makeup of African American families. Two of the positive aspects of change 
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occurring in African American families in the 1970s were financial improvement and 
social upward mobility. Employment and educational opportunities, previously closed 
because of racial barriers, opened. Housing and social options became more available. 
The opposite side of the trend toward upward mobility was the poverty and hopelessness 
of the African Americans left behind, especially in inner-city ghettos. These African Americans 
tended to be poorer and less educated and have less opportunity to advance. Unemploy- 
ment rose in general among African American men from the late 1950s on because of 
the elimination of many suitable jobs (Gaston, 1996). The consequence was that a large 
economic underclass of African Americans developed. Within this class there was a 
loosening of family ties because of the stress and strain associated with single parenting, 
high unemployment, and living below or near the poverty level. 

These external factors influence the inner realities affecting family dynamics today. 
Such stress within any group takes its toll on family life and individuals within these families. 


WORKING WITH AFRICAN AMERICAN FAMILIES Although African Americans have high 
utilization rates for individual therapy, the concept of family therapy is still relatively new 
in this context (Willis, 1988; Wilson & Stith, 1991). “African Americans are often strangers 
in an alien land of therapists, many of whom have not received or are not invested in 
training about African American cultural realities” (Burton, Winn, Stevenson, & Clark, 
2004, p. 405). Traditionally, African Americans have relied on extended family networks 
to take care of their needs. African American men have, as a group, been particularly 
reluctant to share their most intimate thoughts and feelings, because of socialization pat- 
terns that have taught them not to share pain and frustration (Peterson, 20000). 

Psychoeducation, especially with single-parent African American women, can be 
effective (Lee, 1995). However, in treating African American families, there is “no pre- 
scriptive approach” that can be applied universally in the helping process (Newlon & 
Arciniega, 1991, p. 192). 

Furthermore, family therapists, regardless of their cultural heritage, must be attuned 
to African American experiences and perceptions. To be successful, family therapists 
need to understand the historical and social background of African American families in 
the United States and how it affects the therapeutic relationship (Awosan & Sandberg, 
2011). They must also appreciate the issue of trust that arises between African American 
families and non-African American family therapists (Willis, 1988). An important point for 
family therapists to comprehend is that many African American families first need to per- 
ceive treatment as a form of social support that can benefit them. Then they can more 
readily accept it. 

Working with African American families requires that therapists have an understand- 
ing of multigenerational family systems (Hines, Garcia-Preto, McGoldrick, Almeida, & 
Weltman, 1992). Therapists must also be sensitive to the importance of respect for elderly 
family members. Often therapeutic work is begun with African American families because 
therapists have emphasized to older family members that therapy can be of value. 

Therapists must assure African American families that through the therapeutic proc- 
ess they can learn how to handle many of their problems. Through “education about 
various issues (e.g., parental rights in educational systems) and concrete skills training,” 
confidence and competence may be enhanced in African American families so they can 
advocate on their behalf (McGoldrick, Preto, Hines, & Lee, 1991, p. 561). Lee (1995) 
describes how single African American mothers may be empowered to effectively deal 
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with their children and extreme environmental hardships through helping these women 
foster a positive culture identity in their children. In addition, these women can be assisted 
by helping them to appreciate parenthood from an Afrocentric perspective. 

Furthermore, in working with African American families, therapists need to address 
social and institutional issues that have adversely affected African Americans. These 
include working in an outreach fashion to marshal support of institutions, such as govern- 
ments and churches, that can lend support to African American families and help change 
detrimental policies affecting these families. The presentation of positive role models of 
African American families can also make a difference (Stovall, 2000). 

Other guidelines besides those just given include addressing the family’s concern 
about having a non-African American therapist (if that is the case); not assuming familiar- 
ity with the family in first sessions; joining with the family before gathering sensitive 
information; conducting home visits if needed; acknowledging strengths, successes, and 
resources; and using appropriate metaphors and scriptural references when warranted 
(Bean, Perry, & Bedell, 2002). 


Family Reflection: Barack Obama became the first African American president of the United 
States in 2008. Since then, much has been written about him and his family, especially the ways 
he relates to his wife, Michele, their two daughters, and even their dog, Bo. How has the Obama 
family changed the stereotypes of African American families you may have had? How do you 
think it may influence African American families in the future? 


Asian American Families 


In 2011, Asian Americans constituted about 5% of the population of the United States, or 
close to 14 million people (U.S. Census Bureau, 2012a). By 2020, they are projected to 
number about 20 million. Asian Americans trace their cultural heritage to countries such 
as China, Japan, Vietnam, Cambodia, India, Korea, and the Philippines, as well as the 
Pacific Islands. The backgrounds of Asian Americans are diverse, “with as many as 32 dif- 
ferent Asian ethnic groups now identified in the U.S.” (Cheng, 1996, p. 8). They differ in 
regard to language, history, and socioeconomic factors. Yet Asian Americans share many 
cultural values, such as a respect and reverence for the elderly, extended family support, 
family loyalty, and a high value on education (Olson, 2000). They also place strong 
emphasis on self-discipline, order, social etiquette, and hierarchy (Hong, 1989; London & 
Devore, 1992). 

There are a number of philosophies and ethics among Asian Americans. Chinese 
and Japanese values governing family life are often “influenced by Confucian philosophy 
and ethics, which strongly emphasize specific roles and proper relationships among peo- 
ple in those roles” (Ho, 1987, p. 25). Three main relationship roles that are stressed within 
the family in this tradition are father/son, husband/wife, and elder/younger siblings 
(Keyes, 1977). In these relationships, there are feelings of obligation and shame. If a 
member of a family behaves improperly, the whole family loses face. Buddhist values 
also are prevalent in many Asian American families. These values stress harmonious living 
and involve “compassion, a respect for life, and moderation of behavior; self-discipline, 
patience, modesty, and friendliness” (Ho, 1987, p. 25). Still other Asian Americans, such 
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as those from India, are influenced by Hinduism and collectivist family values, which 
stress that individuals within families make sacrifices on behalf of the family, as the welfare 
of the family is more important than individual needs and self-identity (khanna, McDowell, 
Perumbilly, & Titus, 2009). Muslim and Christian philosophies and values govern Asian 
American family life as well. 

As Asian American families have moved into mainstream American society, they 
have had to contend with a number of problems that are both unique and universal to 
other families. For instance, like other families, Asian American families have had to face 
the fact that, geographically and emotionally, families are moving further apart. This is a 
trend in American society that places more emphasis on the individual than the family 
(Sue & Morishima, 1982). Substance abuse, once rare among some Asian American popu- 
lations, is on the rise (Mercado, 2000). Unique to Asian American family culture is the 
reality that “parents can no longer expect complete obedience, as families become more 
democratic and move away from the patriarchal system of the past” (London & Devore, 
1992, p. 368). In many ways, Asian American families and other U.S. families appear to be 
similar, but the dynamics underlying them differ substantially. For example, such a differ- 
ence may be evident in a case where a young Asian student seeks career counseling 
because he has difficulty in figuring out his major and his career path because of a con- 
flict between family loyalty and individual desire. 


WORKING WITH ASIAN AMERICAN FAMILIES In working with Asian American families, 
therapists must take acculturation into account. First-generation Asian American families, 
for instance, may need assistance from family therapists in learning how to interrelate 
properly to other families and societal institutions. They may also face problems involving 
social isolation, adjustment difficulties to a particular location, and language barriers 
(Hong, 1989). The role of the therapist in such cases is primarily educational and avoca- 
tional rather than remedial. It is directed toward outreach efforts (Cheng, 1996). 

On the other hand, many established Asian American families need help in resolv- 
ing intrafamily difficulties, such as intergenerational conflicts, role confusion, and couple 
relationships (Kim, 2010; McGoldrick et al., 1991). There may be an acculturation gap 
(i.e., different rates of acculturation) between immigrant parents and United States-raised 
children that “complicates the normal generation gap, resulting in greater misunderstand- 
ings, miscommunications, and eventual conflicts among family members” (Lee, Choe, Kim, & 
Ngo, 2000, p. 211). In these cases, therapists work according to both specific cultural norms 
and universal treatment model procedures. 

Most Asian American families are reluctant to initiate family therapy, and if therapists 
are to be of assistance to these families, they must do the following: 


e Familiarize them with therapy and educate them about its value. 

° Establish rapport quickly through the use of compassion and self-disclosure. 

e Emphasize specific techniques families can use to improve their relationships and 
resolve their problems. 


Problematic to Asian American families, and all recognizable ethnic minority families, 
is racism, which may disrupt their internal family dynamics, as well as outside relation- 
ships (Sue & Sue, 2013). In such situations, family therapists work not only to address 
societal changes, but also focus with family members on assessing the values and skills 
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within the family for dealing with prejudice and discrimination. This type of work utilizes 
family cultural strengths and family therapy strengths. 

In working with families of Asian origin, therapists need to recognize that they 
may be most effective if they are knowledgeable about Asian philosophers, such as Lao 
Tzu and Confucius. They are also usually at their best when they seek “to create a safe 
and nurturing environment that mirrors a supportive and caring family and where each 
participant is respected, and without fear, can explore relevant problems and concerns” 
(Cheng, 1996, p. 8). Kim, Bean, and Harper (2004) lay out other guidelines for working 
with Asian American families in general and Korean Americans in particular. Among 
these are the need to assess support available to the family, assess past history of immi- 
gration, establish professional credibility, be problem focused/present focused, be 
directive in guiding the therapy process, and provide positive reframing that encourages 
the family. 


CASE ILLUSTRATION 
The Guptas 


Naina and Anil Gupta were born to Indian parents and raised in the U.S. Their 25-year-old 
son, Rajeev, has also been brought up there. The Guptas are extremely upset because 
Rajeev wants to marry his Irish girlfriend instead of an Indian girl they have chosen for him. 

Naina and Anil had an arranged marriage themselves and are sure that Rajeev would 
be happier if they arranged his marriage for him. Rajeev says he wants his parents to be 
involved in his life, but he does not share their belief that he needs to marry someone 
from a similar cultural background. He does not identify with his Indian heritage as he 
has been to India only on holidays and does not connect with his cultural roots. He is firm 
about his decision to marry his girlfriend and feels no obligation to support his parents’ 
ideas of arranged marriage. 

The parents want you to “talk some sense” into Rajeev since he is not engaged yet. 
You feel trapped in wanting to advocate both for the parents and their cultural heritage, 
and for Rajeev and his freedom of choice. What could you say to the Guptas as a family? 


Hispanic/Latino American Families 


“The term Hispanic, or Latino, refers to people who were born in any of the Spanish- 
speaking countries of the Americas (Latin America), from Puerto Rico, or from the United 
States who trace their ancestry to either Latin America or to Hispanic people from U.S. 
territories that were once Spanish or Mexican” (Cohen, 1993, p. 13). One in every six 
residents of the United States is of Hispanic/Latino origin, with a combined population 
of 50 million (U.S. Census Bureau, 2011c). The U.S. Census Bureau (2012a) indicates that 
Hispanics/Latinos have become the nation’s largest minority (17.6%), which is growing 
rapidly, especially among younger generations. More than 25% of children younger than 
5 years of age are Hispanic/Latino (U.S. Census Bureau, 2009), and in 2008, 18% of peo- 
ple ages 14 to 17 years in the United States were of Hispanic origin (U.S. Census Bureau, 
2009). Regardless of age, the majority (76%) of Hispanic/Latino American families trace 
their ancestry to Mexico, Cuba, or Puerto Rico. 
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Considerable diversity exists among Hispanics/Latinos and their families. Most wish 
to be in the mainstream of society in the United States. As a group, Hispanics/Latinos also 
tend to be family oriented, with children being at the center of the family and parents 
“typically assuming complementary roles in the disciplining (i.e., fathers) and nurturing 
(i.e., mothers) of their children” (Madden-Derdich, Estrada, Updegraff, & Leonard, 2002, 
p. 251). Differences in distinct groups of Hispanics/Latinos, however, mean that each 
family is unique, sharing both common and special qualities when compared with others. 

As a group, Hispanic/Latino families have the following difficulties: 


¢ They are at higher risk for living in poverty than non-Hispanics/Latinos (Mimura, 
2008). 

e They lag behind non-Hispanics/Latinos in earning high school diplomas and college 
degrees. (Stanard, 2003). 


Hispanic/Latino families have a number of assets and strengths. “Hispanics come to 
the United States from collectivistic cultures” that “view their accomplishments as being 
dependent on the outcomes of others” (Carlson, Kurato, Ruiz, Ng, & Yang, 2004, p. 114). 
Among these are cultural values and scripts such as “dignidad (dignity), orgullo (pride 
and self-reliance), confianza (trust and intimacy), and respecto respect)” (Johnson, 1995, 
p. 319), as well as “simpatia (smooth, pleasant relationships), personalismo (Gindividual- 
ized self-worth) . . . familismo (family relations), marianismo (female self-sacrifice), and 
machismo (male self-respect and responsibility)” (Carlson et al., 2004, p. 114). 


WORKING WITH HISPANIC/LATINO FAMILIES As a group, Hispanics/Latinos tend to seek 
out psychiatrists, clergy, and psychologists more frequently than they do marriage and 
family therapists (Bermudez, Kirkpatrick, Hecker, & Torres-Robles, 2010). Yet, marriage 
and family therapists are an excellent source of help for this population since the family 
plays such a central part in Hispanic/Latino culture. In working with Hispanic/Latino 
families, it is essential for family therapists to develop a basic knowledge about cultural 
traditions before attempting to employ treatment modalities (Maldonado, Ascolese, & 
Aponte, 2009). Traditional rituals, such as religious festivities, Quinceafieros (celebrations 
at which a daughter is presented to society as a woman), engagements, weddings, and 
funerals, are highly valued in Hispanic/Latino culture and bring families together (Ponce, 
1995, p. 7). Hispanic/Latino individuals are also “interested in getting to know someone 
as a person rather than assessing a person based on external factors such as occupational 
or socioeconomic status” (Cooper & Costas, 1994, p. 32). As a group, Hispanics/Latinos 
tend to be “physically expressive, such as gesturing with their hands and face (e.g., eyes/ 
eyebrows and mouth) while they talk” (Ponce, 1995, p. 7). 

This type of cultural information can be obtained through specific academic courses, 
as well as through direct observation, interactions with Hispanics/Latinos, and continuing 
education opportunities. Educational information helps therapists learn as well as, if not 
better than, case-by-case supervision (Inclan, 1990). No matter what kind of approach the 
family therapist employs, several unique factors must be taken into consideration when 
helping Hispanic/Latino families. 

The first factor is external. A disproportionate number of Hispanic/Latino families 
live at or below the poverty level (Garza & Watts, 2010; Facundo, 1990). More than 40% 
of Hispanic/Latino children live in poverty, with the proportion of Puerto Rican children 
especially high (57%). Stress related to economic factors and working conditions often 
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contributes to intrafamily difficulties. Serving as an advocate and a resource is a crucial 
role family therapists sometimes need to play in helping poor Hispanic/Latino families 
help themselves. 

Another area that family therapists need to address with Hispanic/Latino families 
relates to acculturation, for they seek to fit into the larger U.S. culture as rapidly as pos- 
sible (LeVine & Padilla, 1980; Olson, 2000). However, family members may do so at dif- 
ferent rates. For instance, school-age children may become “Americanized” at a faster and 
easier rate than grandparents. The older Hispanic/Latino family members may fear the 
loss of their children and traditions to a new culture and, hence, may become isolated and 
depressed because of rapid changes and loss (Baptiste, 1987). In working with Hispanic/ 
Latino families, therapists should consider how the pressure for acculturation may contrib- 
ute to family turmoil, especially as it relates to family loyalty (Hines et al., 1992). Language 
factors, especially bilingualism, must also be explored (Sciarra & Ponterotto, 1991). 

Another consideration in treating Hispanic/Latino families involves outside sources 
and internal beliefs. An institution that encompasses both of these helpful dimensions is 
the Catholic Church, especially for Mexican Americans and Puerto Ricans Johnson, 1995). 
Historically, the Catholic Church has provided social, economic, and emotional support 
to Hispanic/Latino families when few other community services have been available. 

A fourth area that needs to be addressed in Hispanic/Latino families is the family 
hierarchy and roles. “By accepting therapy, the Hispanic father may feel . . . humiliated 
and shown to be ineffective” (Santisteban & Szapocznik, 1994, p. 21). From the point of 
first contact, the therapist “must send the message that the father is a central figure in the 
family” (p. 21). Similarly, Hispanic/Latino women may present themselves as self-sacrificing 
and victims of other family members. The therapist will do best not to immediately challenge 
this assumption but rather to redirect this behavior “to fit the needs . . . of getting other 
family members into therapy” (p. 22). 

The length of treatment and its focus must be considered when working with 
Hispanics/Latinos. Because Hispanic/Latino families are accustomed to being treated by 
physicians, they generally expect mental health services to be similar (Maldonado et al., 
2009). Family therapists therefore need to be active and employ direct and short-term 
theories. Filial therapy, a structured child-centered play therapy in which parents are 
taught to respond to their children on an emotional level, is one such effective therapeutic 
intervention (Garza & Watts, 2010). 


Family Reflection: The Hispanic population in North America is growing rapidly. Hispanics are 
more likely to use counseling services when they feel understood (Kossack, 2005). If you are 
not Hispanic, jot down 10 words you would use to describe Hispanics and their families. If you 
are Hispanic, jot down 10 words you would use to describe non-Hispanic families. What unique 
words are on your list? What cultural stereotypes are among your words? How accurately do you 
think your list is representative of the traits of either Hispanic or non-Hispanic families? 


American Indians and Alaska Natives Families 


Approximately 3.6 million American Indians (Als) and Alaska Natives (ANs) live in the 
United States (1.2% of the population) (U.S. Census Bureau, 2012a). They are an extremely 
diverse group, belonging to 557 federally recognized and several hundred state-recognized 
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nations (Garrett, 2006, Harper, 2011; Herring, 1991). Collectively, the lives of American 
Indians and Alaska Natives have been built around cultures that emphasize harmony, 
acceptance, cooperation, sharing, and a respect for nature and family. “Family, including 
extended family, is of major importance, and the tribe and family to which one belongs 
provide significant meaning” (Newlon & Arciniega, 1991, p. 196). 

Difficulties within this population vary. Because the extended family is important in 
most AI/AN cultures, one prevalent problem is the breakup or dysfunctionality of these 
families (Herring, 1989). Some historical practices of the U.S. government resulted in 
“between 25% and 55% of all American Indian children” being separated from their family 
of origin “and placed in non-American Indian foster homes, adoption homes, boarding 
homes, or other institutions” (Herring, 1991, pp. 39-40). Many American Indians who had 
such experiences suffered both confusion about their identity and trauma in their rela- 
tionships with others (Garrett, 2006). Families have likewise been negatively affected. 

Another problematic family concern centers on geography and culture. More than 
70% of American Indians and Alaska Natives now live in a metropolitan area, according 
to U.S. Census Bureau, compared with 45% in 1970 and 8% in 1940 (Williams, 2013). 
However, many are torn between living with their families on a reservation and trying to 
adjust to life in the dominant culture of the United States. “In recent years, there has been 
a movement toward a bicultural family system, in which AI/AN families essentially func- 
tion within both cultures” (Harper, 2011, p. 435). Cultural connectedness with like-minded 
individuals is important to Native Americans. Urban life is stressful and is often not con- 
ducive to maintaining good mental health. For American Indian families as a group, isola- 
tion from their roots presents multiple difficulties in terms of functionality. 

A final problem of AI/AN families, especially those in urban areas, involves jobless- 
ness, poverty (27% of all Native Americans live in poverty), gangs, and substance abuse, 
particularly alcoholism (Harper, 2011, Hill, 1989; Williams, 2013). Joblessness and poverty 
are depressing, and gangs, especially of delinquent young men, promote violence which 
leads to death or incarceration. In some families, drinking is a means of temporary escape 
or a form of socialization (Manson, Tatum, & Dinges, 1982). The results are manifest in 
higher death and disorder rates. Suicide, cirrhosis of the liver, and fetal alcohol syndrome 
are three examples of alcohol-related problems in American Indian families. 


WORKING WITH AMERICAN INDIAN AND ALASKA NATIVES FAMILIES There is an enor- 
mous amount of diversity within AI/AN communities (almost half of the cultural, ethnic, 
and racial variegation within the entire U.S. population), and therefore “there is no one- 
size-fits-all model of appropriate rapport-building behaviors and relationship techniques” 
(Harper, 2011, p. 437). Treating AI/AN families requires sensitivity, cultural knowledge, 
and innovation. To be effective with individuals and families, counselors need to “build 
relationships with local Native communities, incorporate attention to spirituality into 
counseling [when appropriate (Limb & Hodge, 2009)], and reduce administrative obsta- 
cles to receiving care” (Thomason, 2011, p. 1). In addition, to be accepted and be effec- 
tive with Native Americans, therapists who treat these families should recognize that 
some techniques work better than others. For example, indirect forms of questioning and 
open-ended questions lead to responses. Direct forms of questioning and closed-ended 
questions do not (Tafoya, 1994). In addition, understanding the interconnectedness that 
Als/ANs see between physical and psychological distress is important, in that Als/ANs 
consider wellness a whole concept and not split into parts. 
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Therapists should also know and utilize certain symbols when they are knowledge- 
able of these. For instance, the circle is considered sacred and represents unity and recip- 
rocal relationships (Tafoya, 1994). This symbol, and others like it, can be used 
metaphorically as models for relationships (Tafoya, 1989). Finally, the admission by ther- 
apists that they may make mistakes in treatment because of cultural ignorance can go a 
long way in establishing rapport and trust. 

One approach for working with American Indian families is to use home-based 
therapy (Schacht, Tafoya, & Mirabla, 1989). This method requires that family therapists 
be with a family before attempting to help them. They spend more time than usual with 
a family and may actually do chores with them before discussing troublesome areas of 
family life. From a pragmatic point of view, this approach does not appear to be the most 
efficient use of time. However, by devoting one’s self to home-based therapy, therapists 
can offer essential services to families who would not otherwise receive them. 

The “importance of visual mode should be noted—for a number of American Indian 
languages, the verb ‘to learn’ is a combination of the verbs ‘to see’ and ‘to remember” 
(Tafoya, 1994, p. 28). Therefore, concrete and active behavior, rather than insight, is stressed 
in traditional American Indian healing. Overall, in working with AI/AN families, therapists 
would be wise to use therapeutic approaches that are directive, such as offering suggestions 
(Harper, 2011). These ways of working are open ended and strategically oriented. 


Arab American Families 


Arab Americans are a fast-growing and mosaic group with a population that is more than 
three-fourths immigrant. Most Arab Americans come from Asia, Africa, and the Middle 
East. Many immigrated to North America because of political unrest and tensions in their 
country of origin. Although a large sector of Arab Americans are Christian, as a group 
Arab Americans make up the largest cohort of Muslims in the United States, which is esti- 
mated to be between 6 and 8 million people (Al-Krenawi & Graham, 2005). In total, Arab 
Americans are estimated to number about 3.5 million (Arab American Institute, 2007). 

Arab cultures tend to be of high context rather than of low context such as in North 
American society. Therefore, Arab Americans as a group usually differ significantly from 
traditional Americans, in that they emphasize social stability and “the collective over the 
individual” as well as a “slower pace of social change” (Al-Krenawi & Graham, 2005, p. 301). 

The family is the most significant element in most Arab American subcultures, with 
the individual’s life dominated by family and family relations. As such, “people rely on 
family connections for influence, power, position, and security” (Al-Krenawi & Graham, 
2005, p. 304). Overall, there is a patriarchal structure, with the husband the undisputed 
head of the household but subordinate to his father, who in turn defers to the authority 
of the head of the clan. 


WORKING WITH ARAB AMERICAN FAMILIES Many Arab American families are reluctant 
to seek family therapy both because of cultural traditions and because of the fallout, ten- 
sion, and distrust from the events of September 11, 2001 (Beitin & Allen, 2005; Nasser- 
McMillan, 2009). When working with Arab Americans, especially immigrants, it is crucial 
for family therapists to take an “ecological perspective toward intervention recognizing 
the relevance of multiple influences and contexts on intervention” (Mourad & Carolan, 
2010, p. 178). It is also important to recognize that there is a sharp delineation of gender 
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roles in such families. “In Arab culture, it is believed that females are to be protected by 
the males in the family” (p. 179). Furthermore, patriarchal patterns of authority, conserva- 
tive sexual standards, and the importance of self-sacrifice for the greater good of the fam- 
ily prevail. Thus, difficulties within the family are expected to be solved by those in the 
family, with males who are the head of the family taking the lead. 

There is an emphasis in most Arab societies on the importance of honor and shame. 
People in Arab cultures usually only seek outside help from so-called helpers or doctors 
as a last resort (Abudabbeh & Aseel, 1999; Al-Krenawi & Graham, 2005). Therefore when 
Arab Americans seek out family counselors, it is crucial that those they seek help from be 
active, direct, and supportive. “The use of insight-oriented or client-directed psychotherapy 
may be met with a great deal of resistance” (Mourad & Carolan, 2010, p. 181). 

Clinical recommendations for working with Arab American families include the 
following: 


e Being aware of the cultural context in which the family operates. 

e Being mindful of the issue of leadership and the importance that authority figures 
play in the life of the family. 

e Being attentive to the part that the family, especially the extended family, plays in 
decision making. 

° Being sensitive to the large part culture plays as “an active and tangible coparticipant 
in treatment” (Al-Krenawi & Graham, 2005, p. 308). 

e Being conscious of the fact that a strength-based approach to treatment is both 
desirable and works better. 

e Being active as a therapist and balancing the role so as not to be seen as a rescuer 
or a threat. 


On the basis of extensive qualitative interviews with Arab Americans, Beitin and 
Allen (2005) suggested specific ways of helping Arab American couples and their fami- 
lies. The first of their interventions focuses on exploring identity, especially creating a 
new meaning that includes being both Arab and American instead of getting trapped into 
thinking that the choice is an either/or decision. 

In addition, Beitin and Allen (2005) proposed that therapists concentrate on couple 
dynamics, which is difficult to do because of contrasting sex roles. Nevertheless, in deftly 
looking at the couple relationship, the therapist can help each spouse find needed support. 

Finally, family therapists can assist Arab American couples by helping them to 
access religious and other groups from which they can find support. By joining such 
groups, couples and family become members of a larger community dealing with similar 
issues of acculturation. 


European American Families 


In 2012, European Americans who were White (not Hispanic) made up the majority of 
people (63.4%) in the United States (U.S. Census Bureau, 2012a). As a group, European 
Americans are sometimes referred to as “White” due to their skin color. “In the past and 
even today, having white skin is assumed to grant an individual membership into a privi- 
leged group” (Alessandria, 2002, p. 57). However, what most people equate with White 
is White Anglo-Saxon Protestant (WASP) ideals. Yet, the majority of Whites are not 
WASPs, nor do they all have the same value system. European Americans are diverse, just 
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like other groups, and come from various countries and cultures, such as France, Germany, 
Italy, Sweden, Hungary, Ireland, and Greece. “European American cultures vary considerably 
in terms of their communication style, which includes levels of emotional expressiveness, 
use of colloquial language, expressing/demonstrating affection, conflict management 
strategies, and nonverbal behavior” (Wozny, 2009, p. 182). Some groups of European 
Americans, such as Italian, Slavic, and Irish immigrant groups, have even experienced 
racist treatment from other European American groups, such as the British and Germans 
(Hartigan, 1997). 

While the popular assumption is that most European Americans embrace WASP values 
such as rugged individualism, mastery over nature, competitiveness, and Christianity, that is 
not necessarily the case. “Italian and Irish cultures are more collectivistic than the WASP cul- 
ture” and “are expressive, though in different ways, which is different from the WASP value 
of self-restraint” (Alessandria, 2002, p. 58). In addition to the differences within European 
American cultures, there are “similarities between European American groups and other 
groups.” Vontress, Johnson, and Epp (1999) provided the example of a middle-class African 
American and a middle-class European American being more alike than a middle-class Euro- 
pean American and a middle-class Russian-born White American (Alessandria, 2002, p. 58). 


WORKING WITH EUROPEAN AMERICANS Given within-group differences of European 
Americans, no one approach fits them best. In fact, “there is a dearth of information about 
how techniques and approaches and theories about White Americans” (Mizelle, 2009, 
p. 252). Rather, like other cultural groups, client-families need to be worked with in the 
context of their lives. Vontress et al. (1999) recommended an existential approach with all 
families because it focuses on their uniqueness. Patterson (1996) took a more experiential 
stand and promoted the use of universal qualities such as genuineness, empathic under- 
standing, and structuring. 

However, different approaches may better work for select cultural groups than for 
others. For example, “structural and strategic family therapy approaches may be less 
helpful” with Midwestern British Americans, whereas “structured, paradoxical techniques 
or positive reframing have been noted as possibly being more helpful to Irish Americans 
than nonverbal or body technique.” Furthermore, “behavioral or action-oriented 
approaches have been described as culturally consistent for French Americans .. . and 
Polish Americans” (Mizelle, 2009, p. 251). Seeing beyond the stereotype of “whiteness” to 
the nuances of the cultural group and what treatment is best for what family and when is 
as demanding with this cultural group as with any other. 


Family Reflection: European American families are often lumped together as a group. Yet, they 
differ subtly and radically from one another. What family customs have you observed in these 
families? What does that tell you about their cultures? What insights do customs give you in re- 
gard to ways you might best relate to specific groups of European American families? 


GUIDELINES FOR SELECTING TREATMENT APPROACHES 
IN WORKING WITH CULTURALLY DIVERSE FAMILIES 


Two main approaches are used in working with culturally diverse families. The first is the 
culture-specific model; the second is the universal perspective model. The culture-specific 
model of multicultural counseling emphasizes the values, beliefs, and orientation of 
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different ethnic cultural groups (Sue, 1994). Most courses offered in higher education 
reflect this model. In such an approach, students learn about cultural variations in groups. 
Although this knowledge may be extremely valuable for therapists working with some 
families, it has its drawbacks. Basically, the culture-specific model may become unwieldy 
and lead to stereotyping in which group characteristics, instead of unique characteristics, 
are singled out. 

The universal perspective model of multicultural counseling is more general. 
It assumes that counseling approaches already developed can be applied with minor 
changes to different cultural groups. Cultural differences are recognized from a family 
systems perspective. This approach also attempts to “identify human processes that are 
similar, regardless of ethnicity or cultural backgrounds” (Sue, 1994, p. 19). The only prob- 
lem is that this way of working with culturally diverse families may be too general to be 
of any real use to a therapist. 

The task of finding one approach that is always useful in working with culturally 
diverse families is next to impossible. However, a number of general guidelines can help 
family therapists choose an appropriate approach for working with specific families. 

A broad guideline for therapists to use in selecting an intervention strategy is to assess 
whether the family’s difficulties are mainly internal or external. If the problems are primarily 
internal, such as a failure to communicate effectively, well-established theoretical approaches 
may be employed. On the other hand, if the concerns are external, such as racism, the 
therapist may need to shift to a culture-specific way of helping and social justice models. 

Another guideline is to determine the family’s degree of acculturation. Families that 
are more “Americanized” are generally open to a wider range of theoretical approaches 
than are the families of those who are new immigrants or only of the second generation. 

A third guideline to use in working with culturally diverse families is to explore their 
knowledge of family therapy and their commitment to resolving their problems or finding 
solutions. If the family is unsophisticated about mental health services and pressed for 
time, the therapist is wise to use educational and/or direct, brief, theory-driven treat- 
ments. Otherwise, a culture-specific approach may be employed. 

A fourth guideline for choosing an approach for culturally diverse families is to find 
out what has been tried and what is preferred. By determining what has been tried, 
therapists can devise methods that are appropriate and overcome resistance. Preference 
is important to the establishment of rapport and effectiveness of treatment. “There are 
certain culture-preferred patterns for families to cope with problems” (Tseng & Hsu, 1991, 
p. 107). Upwardly mobile African American families, for example, gravitate toward 
dependence on extended family members during times of high stress (McAdoo, 1982). In 
working with these families, therapists should include extended family members. 


ROLE OF THE THERAPIST 


For family therapists to be competent in working with culturally diverse families, they 
must examine their own biases and values (Ma, 2005). This examination must be con- 
ducted on both an intellectual and an emotional level (Sue & Sue, 2013). Research indi- 
cates that some majority-culture therapists may minimize or avoid the impact of societal 
expectations on cultural minority families (Rowe, Bennett, & Atkinson, 1994). Therefore, 
it is crucial for these family therapists to examine their thinking and feelings in regard to 
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families whose cultural heritage differs from theirs. In general, culturally skilled family 
therapists are: 


e Aware and sensitive to their cultural heritage and to valuing and respecting 
differences. 

° Comfortable with differences that exist between them and their clients in terms of 
cultural background and beliefs. 

e Sensitive to circumstances (personal biases, stage of ethnic identity, sociopolitical 
influences, etc.) that may dictate referral of a family. 

e Knowledgeable about their own racist attitudes, beliefs, and feelings (Sue & Sue, 
2013). 


After family therapists have dealt constructively with themselves, they are then able 
to fulfill vital roles in working with culturally diverse families. 


One obvious question is how different styles of family therapy (e.g., more or less 
active, directive, collaborative, strategic, interpretive, etc.) intersect with the cultural or 
ethnic values that families bring to the therapy room. It is reasonable to expect that 
cultural values differentially affect family members’ expectations for the therapist’s 
behavior, their communication patterns in the session, and their perceptions of the thera- 
peutic alliance. (Friedlander, Wildman, Heatherington, & Skowron, 1994, p. 411) 


An initially important role of family therapists is to be simultaneously culturally sen- 
sitive and open to themselves and to the families with whom they work (Franklin, 1993). 
If family therapists are not attuned and responsive to specific aspects of families, stereo- 
typing may occur, to the detriment of everyone involved (Tseng & Hsu, 1991). A lack of 
openness restricts the topics that can be discussed and the good that can be achieved 
through family therapy. 

A second role of family therapists is to help culturally diverse families acknowledge 
and deal with their thoughts and emotions. For example, many of these families suppress 
anger and manifest depression. Although WASP families are best known for suppression 
of thoughts and feelings, other cultural groups, such as Asian Americans, also do this 
(Tseng & Hsu, 1991). It is important that, where and when appropriate, cognitions and 
emotions are expressed and therapeutically dealt with. 

A third role of family therapists is to help culturally diverse families acknowledge 
and celebrate their heritages. “It is essential for clinicians to consider how ethnicity inter- 
sects with the life cycle and to encourage families to take active responsibility for carrying 
out the rituals in their ethnic or religious group(s) to mark each phase” (Carter & 
McGoldrick, 1988, p. 25). By being true and loyal to their pasts, culturally diverse families 
can deal better with the present. 

A fourth role of family therapists is to help culturally diverse families move through 
and adjust to family life stages in the healthiest way possible. This means helping them 
become aware of, accept, and function in new family life-cycle roles, whether in a nuclear 
or extended family. 

To be effective with culturally diverse families, family therapists would do well to 
remember the acronym ESCAPE (Boynton, 1987), which stands for four major invest- 
ments therapists must make: (1) engagement with families and process, (2) sensitivity to 
culture, (3) awareness of family potential, and (4) knowledge of the environment. 
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Summary and Conclusion 


The multidimensional aspects of working with cultur- 
ally diverse families were covered in this chapter. As 
the United States has become a country of increased 
diversity, family therapists have been finding it critical 
and demanding to become competent in helping fami- 
lies from many backgrounds. This does not mean that 
family therapists must learn specific information about 
all cultures, for cultures are broad-based entities and 
have many subtle differences. However, it does mean 
that therapists must be aware that the treatment of 
families and their concerns are often culture specific. 
Approaches that may be applicable to one culture may 
not be appropriate to another (Ma, 2005). Thus, family 
therapists must know where to find suitable informa- 
tion and what guidelines they should follow if they 
are to be of assistance to families that clearly differ 
from those they previously knew. 

While culturally diverse families, especially 
those that are minorities, face most of the same life 
situations other families encounter, they generally dif- 
fer in their stress levels. These families often encounter 
barriers, such as prejudice or limited access to services, 
in resolving problems and dilemmas. Thus, the dynam- 
ics affecting culturally diverse families differs from that 
that other families face. 

In working with culturally diverse families, ther- 
apists must be sensitive to their own backgrounds and 
those of their client-families. Furthermore, they must 
become innovative and experienced in applying theo- 
ries to specific situations. They should obtain supervi- 
sion and specialized educational training when 
needed. Family therapists must also be accepting of 


Summary Table 


WORKING WITH CULTURALLY DIVERSE 
FAMILIES 


Culturally diverse families have always been a 
part of American society, but often they have 
been cut off physically and psychologically from 
the mainstream. 

As American culture becomes more diverse, 


family therapists must learn to work with fami- 
lies within their cultural context. 


When culture is ignored, families are misunder- 
stood or pathologized. 


themselves and others. Otherwise, culturally diverse 
families might be labeled pathological and not be 
helped. Successful treatment of most culturally diverse 
families depends on their ability to tap nontraditional 
centers of help. Using extended family members or 
institutions, such as the church or a club, may provide 
families with a sense of empowerment and connected- 
ness, as well as with assistance. Finally, therapists 
need to be guided by considerations specificity so that 
they can make appropriate cultural interventions. 

Gay and lesbian families are emerging from being 
invisible to being families that therapists will work with 
and help. The gay and lesbian culture is imbedded in 
most other family cultures. African American, Asian 
American, Hispanic/Latino, Native American, Arab 
American, and European American families are visible 
cultural families that all share common and unique con- 
cerns. In selecting approaches to employ with these 
families, therapists need to consider the degree of accul- 
turation, the individual/family life stages, and the level 
of understanding and commitment to family therapy. 

The role of the therapist is to be sensitive and 
sensible when working with culturally diverse families. 
In addition, family therapists need to realize that the 
process of assisting these types of families is a process 
that has a beginning, a middle, and a final phase in 
which some interventions are more appropriate than 
others in achieving a positive outcome. Overall, “fam- 
ily therapy has a great deal of promise in working with 
ethnic minority families, but it needs to be modified to 
include a comprehensive understanding of the diverse 
entities we call families” (Sue, 1994, p. 21). 


WHAT IS A CULTURE AND WHY IS IT 
IMPORTANT? 


Culture encompasses all of the dimensions of 
diversity, including but not limited to race, eth- 
nicity, nationality, class, gender, sexual orienta- 
tion, religion, age, and ability. It is a broadly 
defined term referring to the customary beliefs, 
social forms, and traits of a group. 


In a pluralistic society such as that of the United 
States, a complex mix of cultural influences 
exists that affects families and their members. 


Multiculturalism is a term used to refer to dis- 
tinct cultural groups within a region or nation 
and their needs. 


Intercultural couples, that is, unions across cul- 
tural lines, are increasing and are becoming 
more prevalent, as are multiracial and multicul- 
tural children. They provide individuals with 
enrichment and challenges to their worldview, 
but they also complicate interpersonal relation- 
ships inside and outside the couple and family. 


Some of the coping strategies intercultural cou- 
ples use to manage this stress include integra- 
tion (melding both cultures together and 
celebrating each), coexistence (partners retaining 
their separate cultures), singular assimilation (one 
partner being more assimilated to the partner’s 
culture than vice versa), and lack of resolution 
(couples not knowing what to do with or having 
conflict around difference). 


Most therapists now strive to understand individ- 
uals and families in the context of the family’s 
culture and the culture at large. They seek cul- 
tural competency, as well as the ability to respond 
appropriately in a therapeutic manner to persons 
whose cultural background differs from their 
own, so they can be of help to these families. 


DYNAMICS ASSOCIATED WITH CULTURALLY 
DIVERSE FAMILIES 


Culturally diverse families face the same pres- 
sures as other families, but they are affected in 
qualitatively and quantitatively different ways. 


Certain family life-cycle events have more 
impact on some families than on others. 


Unique traditions, distinctions in appearance, 
access to mental health services, and economic 
opportunity can adversely affect culturally 
diverse families. 


ISSUES WITHIN CULTURALLY DIVERSE FAMILIES 


Family therapists cannot become experts in all 
cultures. Instead they must acquire more general 
abilities to work with culturally diverse families. 
The following factors determine the effective- 
ness of family therapists: 


e Experience (social life experience with 
and knowledge of specific cultural back- 
grounds). 
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° Acceptance (personal/professional 
comfort). 

° Ingenuity (willingness to try innovative 
methods). 

e Specificity (ability to assess the strengths/ 
weaknesses of a particular family). 

e Intervention (active involvement of chal- 
lenging intolerance with systems). 


APPROACHES FOR WORKING WITH 
CULTURALLY DIVERSE FAMILIES 


Gay and Lesbian Families 


Gay and lesbian families are becoming increas- 
ingly visible in American society. 

These families must overcome negative and 
detrimental stereotypes. 


Until recently, not much research had been 
conducted on these families. 


As a group, gay and lesbian families are inter- 
generational. There is also a cycle to gay and 
lesbian family life. 


Gay and lesbian families vary greatly, and, as 
with other minority-culture groups, these fami- 
lies suffer from a lack of affirmative role models 
and social support. 


Therapy with gay and lesbian families must start 
with therapists examining themselves in regard 
to conscious and unconscious thoughts and 
feelings about these families, given that most 
therapists are heterosexual. 


Externally, family therapists should help gay and 
lesbian families deal with homophobia and restric- 
tive laws, as well as with their family networks. 


Internally, family therapists should help family 
members explore their relationships and com- 
munity resources. 


Overall, family therapists must be flexible and 
work on multiple levels, including societal, in 
treating gay and lesbian families. 


African American Families 


Commonalities among African American families 
include an ancestral history of slavery history, 
and experience of past and present discrimina- 
tion (racism). 


Strengths associated with African American families 
include kinship bonds, social networks, religion/ 
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spirituality, cooperation, work orientation, and 
adaptability. 

Weaknesses associated with African American 
families include internal stresses (e.g., in male- 
female relationships) and external pressures 
(e.g., discrimination, poverty, single parenting, 
less education, high unemployment). 

The weaknesses associated with African 
American families have a negative systemic 
impact on these families as a whole and 
increase prejudice. 


Developing trust, understanding African American 
culture (including the importance of extended 
families), and assuring families that therapy 
is useful in self-help are keys to successful 
treatment. 


Asian American Families 


Asian American families come from diverse cul- 
tural heritages with different languages, histories, 
and values. 


Most of these families have reverence for the 
family and the elderly. 


Confucian and Buddhist philosophies influence 
roles and relationships. 


Family strengths include an emphasis on self- 
discipline, patience, modesty, and friendliness. 


Acculturation into mainstream society is associ- 
ated with problems in Asian American families, 
including issues of loyalty. 


Therapy with Asian American families must take 
into consideration problems associated with 
acculturation, such as intergenerational conflict 
and role confusion. Racism must also be 
addressed. 


Family therapists do best when they orient 
themselves to Asian American values, establish 
rapport quickly, and emphasize relationship 
enhancement and problem-solving therapies. 


Hispanic/Latino Families 


Hispanics/Latinos, the largest minority group in 
the United States, trace their roots to Spanish- 
speaking countries. 


Hispanic/Latino families wish to acculturate, 
place children at the center of the family, and 
use complementary parenting roles. 


Weaknesses associated with Hispanic/Latino 
families include high risk of poverty and low 
educational attainment. 


Strengths associated with Hispanic/Latino fami- 
lies include strong collective cultural values 
(e.g., dignity, trust, respect) and an understand- 
ing of success as dependent upon the contribu- 
tions of others. 


The treatment of Hispanic/Latino families 
includes developing knowledge about their 
culture, assessing the relationship between 
financial factors and intrafamily difficulties, 
addressing acculturation, and understanding 
the impact of external factors like the Catho- 
lic church and internal factors like family 
hierarchy. 

Family therapists work best with Hispanic/Latino 
families when they are active and direct and 
therapy is short term. 


American Indian and Alaska 
Native Families 


American Indian and Alaska Native families are 
diverse, belonging to 557 federally recognized 
nations and several hundred state-recognized 
tribes. 


Strengths of these families include an emphasis 
on harmony, acceptance, cooperation, sharing, 
and respect for nature/family. 


Weaknesses include alcoholism and dysfunc- 
tional families as a result of government policies 
regarding the removal of children. 


Successful treatment of American Indian and 
Alaska Native families requires sensitivity, cul- 
tural knowledge, innovation, and use of certain 
symbols, for example, the circle. 


Indirect questions work best with American 
Indian families. Home-based approaches and a 
variation of family therapies and native healing 
modalities have also been utilized. 


Arab American Families 


Arab Americans are a fast-growing and mosaic 
group with a population that is more than three- 
fourths immigrant. 

Arab cultures tend to be of high context, with an 
emphasis on social stability, the collective over 
the individual, and the family. 
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In general, people rely on family connections for GUIDELINES FOR SELECTING TREATMENT 


influence, power, position, and security. There is APPROACHES IN WORKING WITH CULTURALLY 
a patriarchal structure to most households. DIVERSE FAMILIES 


When working with Arab Americans, especially 
immigrants, it is crucial for family therapists to 
remember that there is a sharp delineation of 
gender roles and an emphasis on the impor- 
tance of honor and shame. 


Interventions focus on exploring identity and 
finding support both inside and outside the ther- 
apeutic setting. 
The therapist should be active and play to 
strengths of Arab American culture, such as its 
family system. 


European American Families 


European Americans are sometimes referred to 
under the category of “White” because of their 
skin color, but this group, like others, is quite 
diverse and even of different hues, religions, 
and worldviews in regard to individualism and 
collectivism. 


Given within-group differences of European 
Americans, no one family therapy approach fits 
them best. Families must be worked with in 
context. 


Existential and experiential approaches work 
well with many European American families. 


Seeing beyond the stereotype to what treatment 
is best for the family is as demanding with this 
cultural group as with any other. 


Specific approaches for working with culturally 
diverse families include those that are culture 
specific and those that are based on a universal 
perspective. Other general guidelines family 
therapists need to master include the following: 


e Determining whether difficulties are pri- 
marily internal or external. 

e Determining the degree of a family’s 
acculturation. 

° Exploring a family’s knowledge of family 
therapy and commitment to problem 
solving. 

e Finding out what has already been tried. 


ROLE OF THE THERAPIST 


Family therapists must examine their biases and 
values before beginning to work with culturally 
diverse families. 


Effective family therapists are aware of their 
heritage, comfortable with differences, sensitive 
to circumstances, and knowledgeable of feelings/ 
attitudes. 


Family therapists must be open to themselves 
and to families to avoid stereotyping. 

Family therapists must help families acknowl- 
edge their emotions when appropriate. 


Family therapists must help families celebrate 
their cultural heritage. 


Family therapists must assist families in dealing 
successfully with events in the family life cycle. 


PART 


Therapeutic Approaches 
to Working with Families 


CHAPTER 6 


The Process of 
Family Therapy 


My son, Benjamin, rolls over in his crib 
to the applause of his mother and delight of himself 
while I catch an afternoon flight to Saint Paul 
to conduct a counseling seminar. 


These are milestones in our lives 
marking steps in family development 
as we reach out to touch 
and are changed through our behaviors. 


At 33,000 feet, I drift in and out of sleep, 
aware that in the process, but on a different level, 
my wife and child do the same. 

In the depth of thought and images 
we attempt in special ways 
to bridge the gap of distance. 


Gladding, 1988 


CHAPTER OVERVIEW 
From reading this chapter, you will learn about 


m Common factors that are a part of therapy. 

m The impact of stressors and enhancers on the person conducting therapy. 

m The crucial nature of the battle for structure and the battle for initiative. 

m Common problems of overemphasis and underemphasis that family therapists 
make. 

m Appropriate treatment and intervention procedures in the initial, middle, and 
termination stages of family therapy. 
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As you read, consider 


m How your impression of family therapy differs after learning about common factors in 
it and how they relate to the change process. 

m How comfortable you are in working with individuals, groups, and families you do 
not know and what you might tend to overemphasize or underemphasize. 

m What abilities you have to establish rapport, join with others, and be active in the 
process of therapy. 

m What skills you think are most crucial at what stages in working with families and why. 

m The importance of ending therapeutic relationships and appropriate ways of doing so. 


he process of conducting family therapy is predictable, regardless of one’s theo- 

retical approach or clientele. All schools of family therapy have a theoretical com- 

mitment to working with family interactions. Despite outward appearances, 
different systems and models of family therapy are more alike in practice than their theo- 
ries would suggest. For example, family therapists of all persuasions are concerned with 
processes involved in clarifying communications among family members, overcoming 
resistance, and rectifying dysfunctional behaviors. Most see the relationship (not just the 
individuals within the relationship) as the focus of therapy (Davis & Butler, 2004). Conse- 
quently, family therapists have many common concerns and procedures that transcend 
their different theoretical emphases. In fact, surveys indicate that the dominant theoretical 
orientation to family therapy is eclectic (e.g., Rait, 1988). 

Therefore, it is important for family therapists to be aware of the universal common 
factors in working with families. By being so attuned, they are better able to communi- 
cate with a variety of professionals. They are also better able to realize the uniqueness of 
the theories under which they work. Such knowledge gives them flexibility and a com- 
mon bond to others in the helping professions. 

This chapter covers common factors of therapy, the importance of the personhood of 
the therapist in working with families, and potential problems encountered by family thera- 
pists. Along with this material are guidelines for appropriate processes in helping families 
and expected procedures for the main stages of family therapy. Although this material is 
targeted toward new family therapists, it is applicable to experienced therapists as well. 


COMMON FACTORS IN THERAPY 


In her poem “Human Family,” the poet Maya Angelou writes that people are more alike 
than they are unalike. Her statement is about the similarity of people, but a comparable 
statement might be made about therapy, regardless of its focus. Lambert (1992) listed four 
common curative elements in psychotherapy and the percentage of improvement they 
account for. These factors are as follows: 


1. Extratherapeutic factors (40%). “Anything about clients and their environment that 
leads to change” (Reiter, 2014, p. 12). In a family this might be their moving to a 
new neighborhood, the death of someone who was abusive, a change in routine or 
in jobs, or the birth of a child. 

2. Therapy relationship factors (30%). These include the relationship of the client fam- 
ily with the therapist and the therapist’s relationship with the family. Relationships 
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matter, and factors that help families and therapists bond include displaying empa- 
thy, warmth, and concern and adopting the language of the family. 

3. Expectancy, hope, and placebo factors (15%). “When clients expect therapy to be 
helpful, it tends to be helpful” (Reiter, 2014, p. 17). Therapists can promote family 
clients expectations by assuring them that therapy is useful and that they can make 
positive changes. 

4. Model and technique factors (15%). The model and technique factors are the 
unique approaches that therapists use to help families change. All of the approaches 
included in this book are effective in helping families make changes. The particular 
model that a therapist uses is a guide that directs him or her in assisting the family 
in making positive changes. 


THE PERSONHOOD OF THE FAMILY THERAPIST 


In the process of therapy, the personhood of the family therapist is quite important 
(Aponte, 1992; Satir, 1987). “Research on counseling outcome consistently reports that the 
beneficial effects of counseling are related more to the personal characteristics of the 
counselor than to any specific intervention or approach” (Kier & Lawson, 1999, p. 118). 
Not everyone who is bright, articulate, and attuned to family theories and the process of 
change should enter the profession of family therapy. Individuals who have had negative 
family-of-origin experiences may find that they cannot deal successfully with families or 
do not wish to work with families (Bowen, 1978; Kier & Lawson, 1999). Even persons 
who have grown up in mostly healthy families may have problems, for they, like others, 
“are exposed to cultural experiences, values, and messages that they incorporate about 
clients,” such as stereotyped gender roles, that may interfere with therapy (Ro & Wampler, 
2009, p. 4). Being a family therapist is not an easy task. 

Major stressors for a family therapist include increased depression from listening 
to a client family’s problem, less time for one’s family because of work demands, unrealis- 
tic expectations of one’s family, and psychological distancing from one’s family because of 
professional status (Duncan & Duerden, 1990; Wetchler & Piercy, 1986). Therefore, per- 
sons who treat difficult families must often engage in a considerable amount of therapy for 
themselves on an individual and family level (Wilcoxon, Walker, & Hovestadt, 1989). 

Not all of the impact from working with families is negative. Enhancers for family 
therapists include an increased ability to solve one’s family problems, an acceptance of 
one’s part in contributing to family dysfunctions, a deeper appreciation of one’s family, and 
a greater ability and desire to communicate effectively (Duncan & Duerden, 1990; Wetchler & 
Piercy, 1986). In addition, there is often a “reciprocal, influential, and interactive flow 
between therapists’ personal and professional growth,” as shown in Figure 6.1, with each 
type of growth influencing the other (Paris, Linville, & Rosen, 2006, p. 55). Being a couples 
and family therapist is clearly a multifaceted process. 

Overall, a couples and family therapist “should be a healer: a human being con- 
cerned with engaging other human beings therapeutically, around areas and issues that 
cause them pain, while always retaining great respect for their values, areas of strength, 
and esthetic preferences” (Minuchin & Fishman, 1981, p. 1). To achieve the role of a healer 
requires dedication, awareness, and stable mental health. It is the exceptional person who 
can achieve this balance. Those who are best suited in nature to be helpers of families 
most often have artistic qualities; that is, they are intuitive and feeling oriented in regard to 
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FIGURE 6.1 Personal growth and clinical/professional growth. 
By Lindsay Berg, copyright 2013 by Lindsay Berg, used with permission. 


interpersonal relationships (Brammer & MacDonald, 2003). These are the individuals some 
educators recommend for training in the field of family therapy. Regardless, it takes time 
for people to develop to the point of seeing themselves as competent professionals; often 
therapists reach such a point only after 5 or 6 years of experience (Kral & Hines, 1999). 


Family Reflection: What do you think it was about your family and you that influenced you in 
deciding to become a family therapist? What strengths as a person do you bring to the profes- 
sion? What do you need to be cautious about? That is, what are your weaknesses? 


COMMON PROBLEMS OF BEGINNING FAMILY THERAPISTS 


Several problems are germane and common to family therapists when they are just begin- 
ning to work with families. These concerns must be addressed if the therapeutic process 
is to have a significant impact. “Rather than attending to all data in a session, a counselor 
must choose themes to follow that have a good chance of leading to therapeutic change” 
(Kindsvatter, Duba, & Dean, 2008, p. 207). The downfall of some therapists is a result of 
their not choosing or staying balanced and thus overemphasizing or underemphasizing. 


Overemphasis 


Couple and family therapists can overemphasize and try to do too much (Kalima, 2005). 
The following subsections discuss some common ways in which overemphasis is expressed. 


OVEREMPHASIS ON DETAILS Two primary components of family therapy are content 
and process. When families come for treatment, they are usually focused on a content 
issue, that is, on “what” is being said. For example, a husband may concentrate on why 
he wants a divorce, a child may talk about the reasons she refuses to go to school, or a 
wife may describe the ways she is wrestling with depression. Content involves details 
and facts. Process focuses on “how” information is dealt with in an interaction. For 
instance, are couples yelling at each other, or are children withdrawing from their par- 
ents? Sometimes content is essential. Knowledge of past patterns and the sequencing of 
family interaction may be helpful in breaking up dysfunctional forms of relating. At other 
times, facts get in the way of helping couples and families make necessary changes. In 
such cases, the therapist might be concentrating on the trees instead of the forest. If a 
couples and family therapist says to a woman, “Tell me about every time your husband 
has yelled at you in the last few days,” the therapist runs the risk of focusing too closely 
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on a specific behavior and not enough on the significance of the behavior. In such a cir- 
cumstance, the result of the therapeutic intervention is limited. 

A good rule to follow in dealing with facts is to ask “how” questions along with 
“what,” “where,” and “when” queries. For example, “How does your husband’s behavior 
affect your ability to relate to him?” Such a question helps get to the heart of the relation- 
ship between the individuals involved. 

Another method that can be useful is redirection, by which the therapist asks the 
couple or family to attend to the process of their relationship instead of its content. Part- 
ners may be instructed to pay attention to the energy in the exchange of their words 
instead of the words themselves or to focus on the space between two people rather than 
just on the individuals themselves. In this kind of maneuver, attention is directed to the 
feeling between people, such as tension, excitement, warmth, or coldness (Kalima, 2005). 


OVEREMPHASIS ON MAKING EVERYONE HAPPY Sometimes family therapists become 
concerned or overconcerned when families leave their offices in a state of tension. The 
reason for such disturbance on the part of the therapist is an illogical belief that essen- 
tially purports that if the therapist were competent, the family would be able to resolve its 
difficulties. While therapists can do a great deal to help families, friction is sometimes 
unavoidable. Furthermore, friction can be productive. It can motivate individuals to try 
new behaviors and break out of old patterns. 

When clients leave a session in turmoil, the therapist can paradoxically ask them to 
stay that way until the next session or instruct the family to “go slow” in coming to a 
resolution of the difficulty. The end result in such a case is usually that the family resolves 
the conflict fairly quickly and either returns to a previous, homeostatic balance or moves 
on to a more functional set of behaviors. Regardless of whether the family resolves the 
issue or not, the therapist can use the next session to ask each member of the family what 
was tried in response to their discomfort. Using this information, the family and the thera- 
pist will gain a clearer perspective on the processes the family employs in creating strate- 
gies. Then new or varied themes can be explored. 


OVEREMPHASIS ON VERBAL EXPRESSION Well-chosen words can have a therapeutic 
effect on families. For example, if the therapist can verbally assure the family that what 
they have been through and the strategies they have tried in the past are normal, the fam- 
ily might be open to new ways of working on their present situation. However, in most 
cases, the exact words said by a therapist are not remembered. A helpful way of under- 
standing the limited impact of a therapist’s words is to think about what words or advice 
you most remember in your life. For the majority of people, the list of such remarks is 
short, and the people involved are few. 

Therapists must work with families in a number of ways. They instruct, comment, 
and inquire, but they also model behavior, use role-plays, and assign homework. In other 
words, therapists recognize and utilize teachable moments. It is what the family and 
therapist do, as well as what is said, that makes a difference. The timing of such actions 
is also significant. For example, a therapist could use hand signals like a traffic officer at 
a crucial time in a family’s therapy to indicate who may talk. Although the family might 
not remember all of what was said, the use of the therapist’s nonverbal directions can 
leave a lasting impression and message about the art of effective communication. 


172 


Part 2 * Therapeutic Approaches to Working with Families 


CASE ILLUSTRATION 


Attractive Embrace was her pen name, not her real name. She left that boring “Plain Jane” 
description that her parents had given her at birth behind when she became a writer. 
Now she was venturing into the field of family therapy. She thought she would be a great 
therapist, hunting down problems and resolving them through soothing words and 
rational understanding. She struggled getting her family therapy degree, but now that she 
had it, there was no holding her back. She had business cards and a probationary job 
with a substance abuse agency that saw families. 

When her first couple, the Robinsons, came in, Attractive set out to fix them up and 
hung on their every word. They were a passive couple, she thought. What they need is 
some makeup to make them look better. She thought experiential exercises would 
awaken them to the wonder of life that they could have with one another and thereby 
modify their behavior so that they were not dependent on drugs. When the Robinsons 
were still passive after Attractive explained the process, she wondered what to do next. 
After all, if this couple was going to get better and be clean and beautiful, they needed to 
do something different. 

What do you think of Attractive’s plan for the Robinsons. Do you think Attractive is 
overemphasizing anything? How together do you believe she is as a therapist? Does she 
have issues she needs to resolve in her personal life before trying to work as a profes- 
sional? What are they? 


OVEREMPHASIS ON COMING TO AN EARLY OR TOO EASY RESOLUTION There is a ten- 
dency in therapy for families to “fly into health.” After a couple of sessions, a family might 
report that they are doing better and are ready to terminate therapy. Although this might 
be true for a few families, most who report feeling better quickly are experiencing the 
euphoria that often comes from discussing a situation rather than actually changing it. 
Flights into health and early or easy resolutions of family problems seldom succeed. 
Families involved in such processes rarely examine the dynamics in their problems. 

From all theoretical perspectives, family therapy is an ongoing process. Families 
need to be initially advised about how long the process of therapy takes and what is 
expected from them. For example, a brief-theory therapist might say, “We will be work- 
ing together on your situation for ten sessions. It is crucial that you define what you wish 
to change as soon and as concretely as possible.” 


OVEREMPHASIS ON DEALING WITH ONE MEMBER OF THE FAMILY When family thera- 
pists concentrate on just one member of a family, they fall into the same trap that caused 
the family difficulty—that is, they scapegoat, or select one person as the cause of diffi- 
culties. Family problems are not linear in nature, and one person does not cause a family 
to be dysfunctional. It is crucial that beginning family therapists recognize the dynamics 
within families and the power of homeostasis in keeping families operating at a certain 
level, even if it is dysfunctional. Only when therapists consider the relationships among 
everyone in the family can meaningful interventions be made. It is imperative that family 
therapists periodically remind themselves and their client families of the importance of 
examining interpersonal dynamics in regard to dysfunctionality. 
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In working with a couple that brings their adolescent in for breaking curfew, the 
therapist might say, “While Jane’s behavior is of concern, in our sessions we will look at 
the behaviors of everyone. I have found that when one person in a family is having dif- 
ficulties, others usually are as well.” By alerting the family to this systemic view of family 
relations, the therapist makes it easier for everyone to become more aware of their actions 
and how they contribute to the family’s well-being or lack of it. 


Underemphasis 


Underemphasis can be as unproductive as overemphasis. By underemphasizing and fail- 
ing to make an intervention at a strategic time, a therapist might subtly suggest that the 
family’s interaction is adequate, when nothing could be further from the truth. Underem- 
phasis takes several forms. Among the most prominent are the following. 


UNDEREMPHASIS ON ESTABLISHING STRUCTURE If family therapy is to achieve a positive 
outcome, it helps to start the process properly. The struggle to establish the parameters 
under which therapy is conducted is referred to as the battle for structure (Napier & 
Whitaker, 1978). This battle must be won by the therapist; otherwise, the family members 
could attempt to run the therapy sessions in the same nonproductive manner in which 
they conduct their family life. 

A key component in winning the battle for structure is for the therapist to delineate 
the conditions under which treatment will occur. Clients have both a right and a need to 
know about fees and payment schedules, theoretical frameworks and treatment 
approaches, rules about appointments, how and when they are allowed to contact the 
therapist, rules about confidentiality, and the therapist’s educational background and 
training (Kaplan & Culkin, 1995; Leslie, 2004a). Much of this information can be provided 
to families through a professional self-disclosure statement (see Figure 6.2) (Gladding, 
2004). Such a disclosure statement should be written because verbal statements can be 
misunderstood or misinterpreted. The statement should be read by the family, and feed- 
back from family members should be solicited. Incorporated into the self-disclosure state- 
ment can be an informed consent brochure (Kaplan, 2000a). This includes all the 
information in a self-disclosure statement, such as the techniques and theories used by 
the family therapist, the risks of therapy, and the limits of confidentiality (McCurdy & 
Murray, 2003). However, it goes one step further, in that the family signs off that they 
understand the policies and procedures of therapy and consent to participate. They are 
given a copy of what they signed as a reminder. 

In addition to setting guidelines, the therapist must also physically structure the room 
so that therapeutic interactions can take place. This includes arranging the furniture so that 
family members can talk directly with each other. The structure should also be flexible, so 
that the therapist can move family members closer to or farther away from each other. 


UNDEREMPHASIS ON SHOWING CARE AND CONCERN Most families enter counseling with 
some trepidation. Their anxiety might be increased if family members think they are being 
treated as objects and not persons or if they perceive the therapist as rigid and distant. 
Effective family therapists have therapeutic presence and follow the guidelines of other 
helping professionals in that they are caring, open, sensitive, concerned, and empathetic. 
Family therapists can convey this professional care by demonstrating the skills 
grouped under the acronym SOLER (Egan, 2010). The S stands for facing the client or 
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Professional Disclosure Statement 
Dr. Jane Smith 
205 Healy Building 
Philadelphia, Pennsylvania 16006 
814-555-6257 


The Nature of Family Therapy 

There are many approaches to family therapy, and different clinicians utilize a number of the- 
ories and techniques in their practice. Some work only with the individual or couple, while others 
insist that the whole family be seen. | have prepared this brief professional self-disclosure form to 
inform you how | conduct sessions. 


My Qualifications 

| am a graduate of Purdue University’s marriage and family therapy doctoral program. | have 
been in practice for the past 10 years in the Philadelphia area. | am licensed as a marriage and family 
therapist by the state of Pennsylvania. | am a clinical member of the American Association for 
Marriage and Family Therapists. | also belong to the International Association of Marriage and Family 
Counseling and Division 43 (Family Psychology) of the American Psychological Association. 

| have done extensive work with families under supervision at the Philadelphia Child Guidance 
Clinic. | am not a physician and cannot prescribe medicine. However, if medical treatment seems 
warranted, | consult with a psychiatrist and can make a referral. 


Family Therapy as a Process 

Family therapy is a process that requires a considerable investment of time. | prefer to work 
with the entire family, and | realize that this style may make one or more of you uncomfortable. 
Although each family is unique, there are some common stages you can expect. 

The first stage is the beginning session(s) where we will work to clarify your concerns and dif- 
ficulties. This process will require observation on my part and verbalization/behavior on your parts. 
My belief is that there is no one single cause of or cure for a family’s problems. 

The second stage is the working sessions in which we will concentrate on helping you make 
changes that will work for you and make your relationships and family life better. During this time, | 
will ask you to be active as problem solvers. 

The final stage is termination, in which we will complete the process of change and end our 
sessions. It is at this time when you may wish to be most reflective. 


Length of Family Therapy and Fees 

Family therapy sessions are 50 minutes in length once a week. They begin on the hour. The fee 
is $100 per session and payment is expected at the end of each session. | will work to help you file 
insurance, if you wish. Although no one can guarantee how many sessions a particular family may 
need, | have found the range to be between 10 and 30. 


Your Rights 

As a consumer of therapeutic services, you have a right to be treated with dignity, respect, and 
in a professional manner. You have the right to ask me questions about your therapeutic concerns at 
any time. If you have a complaint or concern regarding therapy, | will work with you to resolve the 
matter. You also have the right to report any behavior or concern you have in this process to the 
Pennsylvania Board of Licensed Marriage and Family Therapists, 1131 Franklin Blvd, Philadelphia, PA 
(814) 234-5678. 


Emergency 
There is someone from the office on call 24 hours a day. Although you will probably not need 
this service, the number for emergencies is 814-555-8309. 


FIGURE 6.2 Sample professional disclosure statement. 
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family squarely, either in a metaphorical or a literal manner. The O is a reminder to adopt 
an open posture that is nondefensive, such as avoiding crossing one’s arms or legs. The 
L indicates that the therapist should lean forward in the direction of the client family, to 
show interest. A therapist can overdo this procedure and must gauge what is appropriate 
for each family. The E represents good eye contact. One way of letting family members 
know they are cared about is by looking at them or not looking at them, whichever is 
culturally most appropriate. Finally, R stands for relaxation. Working with families is an 
intense process, but therapists need to feel comfortable. 

Effective family therapists also make brief disclosure statements as appropriate. For 
example, in response to a parent who reports having been previously married, a therapist 
might briefly reveal that he or she is also a stepparent. Therapists might also show con- 
cern by using self-effacing humor, which indicates to family members their awareness of 
the difficulties that families encounter (Piercy & Lobenz, 1994). For instance, a therapist 
might briefly recount a time in his or her family when the family struggled in a futile but 
serious way, such as trying to make it to church on time the Sunday that daylight savings 
time ended, with family members waking up early and having to rush, only to find they 
were hassled, haggled, irreverent, and an hour early! 


UNDEREMPHASIS ON ENGAGING FAMILY MEMBERS IN THE THERAPEUTIC PROCESS 
Engaging family members in therapy includes attending to each one personally. For exam- 
ple, shaking hands, bowing, and establishing eye contact are three ways this connection 
can be made (Olkin, 1993). If a family member feels slighted, chances are increased that 
this person will overtly refuse to participate or sabotage the therapeutic process in some 
subtle manner. Although personally soliciting the participation of all family members takes 
time, it pays off in the long run. 

When therapists meet new families and their members, it is crucial that they spend 
some time with each person. They should concentrate on the interests and dislikes of 
each individual for a few moments. Therapists might talk to children about school and to 
parents about different aspects of work and family life. In so doing, therapists help build 
rapport and create an atmosphere of cooperation by acknowledging each person’s impor- 
tance to the family. 


UNDEREMPHASIS ON LETTING THE FAMILY WORK ON ITS PROBLEMS Just as the family 
therapist must win the battle for structure, the family must win the battle for initiative 
(Napier & Whitaker, 1978). This battle centers on the family becoming motivated to make 
changes. A family that does not see any benefit in altering its behaviors is likely to either 
drop out of therapy or simply go through the motions. On the opposite side is the effect of 
initiative on family therapists. When families are not working well, some family therapists 
mentally take these families home, much to their own distress (Guy, 1987). 

Therapists can help families win the battle for initiative by helping them envision 
how their lives can become healthier collectively and individually. Such a process means 
that therapists must be enterprising and sell the family a set of possibilities (Holland, 
1973). The therapist might ask a family that is constantly fighting the following questions: 


e “How would it be for you to be able to live in peace with one another?” 
e “Think for a moment about what you really want from this family. Can you envision 
some ways that you could settle your differences and get on with your lives?” 
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UNDEREMPHASIS ON ATTENDING TO NONVERBAL FAMILY DYNAMICS Nonverbal mes- 
sages are a major part of any therapeutic process (Egan, 2010). These messages are given 
behaviorally and include eye glances, hands folded across one’s body, and even the dis- 
tancing of people through the arrangement or rearrangement of chairs. The most frequent 
nonverbal cues are facial. However, facial and other body movements often are com- 
bined. For example, when clients are describing feelings about an object or event, they 
may exhibit increased animation of the face and hands (Cormier & Hackney, 2012). 

Family therapists who do not pay attention to the nonverbal aspects of family 
dynamics only partially decipher what is being conveyed among family members (Brock & 
Barnard, 2008). The result might be that crucial issues within the family are not addressed 
and change is limited. If a daughter tells her father she loves him but does so in a trembling 
voice and with a look of fear, the therapist would be wise to pursue what the relationship 
between these two family members is really like. 


Family Reflection: Now that you have been introduced to the family of “Emphases,” specifically 
“Over” and “Under,” which one(s) do you think you will have to deal with most? What might you 
tend to overemphasize or underemphasize when working with a family? Most important, how 
are you going to avoid getting in over or under your head? 


APPROPRIATE PROCESS 


The process of family therapy can be conducted in a variety of ways, but some vital 
aspects must be included. If therapists do not plan properly, they are likely to fail. “That is 
because conceptualizing, planning, and implementing effective interventions with couples 
and families can be exceedingly more complex given that family dynamics are intertwined 
with individual dynamics” (Sperry, 2005, p. 71). A keystone of proper planning in working 
with families encompasses a consideration of ways to conduct sessions based on one’s 
impression of a family, one’s theoretical position, and one’s clinical skills (Rickert, 1989). 


Pre-Session Planning and Tasks 


Family therapy “begins the moment of the first interaction” between the family and thera- 
pist (Olkin, 1993, p. 32). Initial contact is generally made by a family member’s telephone 
call to a therapist. The individuals who initiate the phone calls are usually “the most inter- 
ested in change and may be the most open to engaging in therapy” (Weber & Levine, 
1995, p. 54). Some calls are handled by an intermediary (i.e., someone other than the 
therapist, such as a secretary), but the family and the therapist are better served if calls are 
directed to and handled by the therapist (Brock & Barnard, 2008). One reason is that the 
therapist can directly answer questions about who should attend the sessions and how 
the sessions will be structured. The second reason is that, through the phone conversa- 
tion, the therapist gains an opportunity to establish rapport and a cooperative alliance 
with the family member (Weber, McKeever, & McDaniel, 1992). Finally, in answering 
calls, therapists have an opportunity to demonstrate their competence and credibility. 
Regardless of who answers calls, it is essential during this first contact to obtain cer- 
tain information and establish a professional but cordial atmosphere (Snider, 1992). 
Essential information to be gathered includes the name, address, and phone number of 
the caller. A concise statement of the problem to be addressed is also helpful, even if it is 
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modified or changed later. Other information that is useful includes the referral source, 
history of previous treatment, and preferred method of payment (if relevant). 

The tone and type of speech used by the intermediary or therapist can either help 
or hinder the decision of the family to engage in the treatment process. If the receiver of 
the call is supportive, caring, and talks in a manner that conveys respect and receptivity, 
an appointment is more likely to be made and kept. Whenever possible, the initial 
appointment should be made within 48 hours of the call. The reason is that most families 
who call for help are ready to begin the process. Delaying an appointment can cause 
some members to reconsider their decision to attend or to resist coming. 

When evaluating intake information, hypotheses about dynamics within the family 
should be made, especially if the therapist is operating from a problem-oriented position 
(Weber et al., 1992). One source to consider in making such speculations is the family life 
cycle. Therapists need to ask themselves what issues are to be expected from a family in 
a certain stage of life. Some transitional difficulties are natural, and some are not. The 
ethnic/cultural background of the family is also a consideration. In some traditional Ital- 
ian families, for example, an unmarried daughter leaving home might bring about a crisis 
that would not develop in a traditional British family. 

A final pre-session task is to form a preliminary diagnosis of what is happening 
within the family (Rickert, 1989). Making a preliminary diagnosis of a family is not the 
same as making a diagnosis of an individual using the Diagnostic and Statistical Man- 
ual of Mental Disorders (DSM) of the American Psychiatric Association (2014). The rea- 
son is that the DSM, specifically the fifth edition, the DSM-5, does not have a 
nomenclature for diagnosing relational problems except in its Appendix. Therefore, in 
working with families, therapists must be more descriptive and think of how people 
interact in systemic relationships. In a family in which an adolescent male is becoming 
a delinquent, the therapist might hypothesize that the boy and his father are disengaged 
and cut off from each other physically as well as psychologically. Similarly, in the case 
of a child who refuses to attend school, the therapist might hypothesize that the child 
and the mother are enmeshed and that the child’s actions are somehow being rein- 
forced or supported. 

Engaging in this diagnostic exercise requires that the therapist spend time thinking 
about possible linkages within the family and the development of persons and systems. 
The payoff for this investment in time is that the therapist can hone in on issues more 
quickly and effectively. Through diagnostic procedures, therapists are more likely to 
“work within the limits of their training and experience” (Carlson, Hinkle, & Sperry, 1993, 
p. 309). The therapist is also in a good position to formulate a treatment plan that is com- 
municable to other mental health professionals. Finally, diagnosis is a way for family 
therapists to comprehend more thoroughly what is happening with family members, as 
well as with the family as a whole. 

In the pre-session, therapists, especially those who are theoretically driven, want to 
ask and answer the following three questions: 


e “What happened?” Gn order to form an initial diagnosis). 

° “Why did it happen?” (in order to formulate a clinical explanation of household 
dynamics). 

e “What can be done about it and how?” (in order to devise a clinical treatment plan) 
(Sperry, 2005, p. 72). 
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In doing all of this, family therapists come up with what is known as a case con- 
ceptualization, which helps them integrate theory with practice and come up with a 
treatment plan. 


Family Reflection: If you’ve ever played a game or studied for a test (and who hasn’t?), you 
know that preparing ahead of time can make a significant difference. What essential things do 
you think you might do in preparing for a family counseling session? How would they help? 


Initial Session(s) 


Research points out that the first few sessions in family therapy, not just the first session, 
are the most critical in terms of successful outcomes (Odell & Quinn, 1998). Both struc- 
turing behavior (e.g., teaching, directing) and supportive behavior (e.g., warmth, caring) 
make a difference in whether client families return. Therefore, in conducting therapy with 
families, clinicians should realize that the first session is not usually a determinant of 
whether a family returns for treatment. Rather, most families suspend judgment for a few 
sessions in order to give the treatment a chance to work and the therapist a chance to 
prove his or her competence. Nevertheless, therapists should work hard from the begin- 
ning to establish rapport, make treatment as effective as possible, and set the stage for 
success. 

Before an initial session begins, the therapist should know who is coming; for 
instance, is just the marital couple coming or the whole family? In some traditions, such 
as structural family therapy, the couple is the unit of treatment, whereas in other schools 
of family therapy, including strategic, behavioral, and experiential approaches, children 
are encouraged to attend treatment and become actively engaged in the therapeutic 
process (Sweeney & Rocha, 2000). In a study of clinical members of the American 
Association for Marriage and Family Therapy on the inclusion of children in family 
therapy, Johnson and Thomas (1999) found that “half of the therapists excluded children 
on the basis of their comfort” with them (p. 117). Children were included most often in 
sessions in which they were prone to be internalizing G.e., quiet) as opposed to exter- 
nalizing (i.e., aggressive). Children were also more likely to be seen in family sessions 
with single-parent (as opposed to two-parent) families and when the presenting prob- 
lem was child focused. 

During the initial session (or sessions), the therapist must achieve a number of cru- 
cial tasks in order to be successful with the family. Some goals must be accomplished 
simultaneously and others sequentially. As with other stages of family therapy, “timing is 
everything.” The most important tasks in the first session are discussed in the following 
subsections. 


JOIN THE FAMILY: ESTABLISHING RAPPORT The first step in helping a family during the 
initial session(s) is for therapists to establish a sense of trust between themselves and the 
members of the family. This stage is referred to as joining (Haley, 1976b; Minuchin, 1974). 
It is essentially forming a therapeutic alliance with the family and is a crucial component 
of family therapy (Minuchin et al., 2007). Joining requires therapists to meet, greet, and 
form a bond with family members in a rapid but relaxed and authentic way. Therapists 
must make the family comfortable through social exchange with each member. 
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If a therapist fails to join with a family, its most disengaged members or the family 
as a whole could leave treatment either physically or psychologically. It is usually the 
least involved member of a family who has the most power in deciding whether the fam- 
ily stays in therapy (Mark Worden, personal communication, 1982). A weak alliance with 
family members is a frequently cited reason for treatment not working (Coleman, 1985). 
Therefore, to increase retention, therapists should consider making special efforts to 
engage less talkative parents into talking with them about the reasons the family has 
come for treatment (Marchionda & Slesnick, 2013). 


INQUIRE ABOUT MEMBERS’ PERCEPTIONS OF THE FAMILY When making inquiries of 
family members, family therapists must challenge old perceptions. Individuals within 
families usually have a problem, person, or situation framed in a certain manner. A 
frame—a concept originated by Bateson (1955)—is a perception or opinion that 
organizes one’s interactions so that “at any given time certain events are more likely to 
occur and certain interpretations of what is going on are more likely to be made” 
(Coyne, 1985, p. 338). 

By challenging the perception (or frame), therapists can get family members to 
define problems, persons, or situations differently, as well as prompt them to “look for dif- 
ferent solutions” (Olkin, 1993, p. 33). Such a change sets up the opportunity for success. 


OBSERVE FAMILY PATTERNS/ASSESS Families, like individuals, have unique personali- 
ties. They come into therapy and display these personalities in both a verbal (content) 
and nonverbal (interactional) manner (Minuchin et al., 2007). This phenomenon is 
referred to as the family dance (Napier & Whitaker, 1978). Some systematic ways of 
observing family interactions are helpful for novice and experienced therapists. The fol- 
lowing questions are among those that Resnikoff (1981) advised family therapists to ask 
themselves in regard to how a family functions: 


e “What is the outward appearance of the family?” (p. 135). For example, how far do 

members sit from each other and who sits next to whom? 

“What is the cognitive functioning in the family?” (p. 136). For example, how spe- 

cifically and straightforwardly do family members communicate? Is there much give 

and take in the communication patterns? 

“What repetitive, nonproductive sequences do you notice?” (p. 136). For instance, 

do parents scold or praise their children in certain ways after special behaviors? 

“What is the basic feeling state in the family and who carries it?” (p. 136). All fami- 

lies have a variety of feelings, but often one member conveys the overall affect of 

the family. For example, a depressed child might indicate a depressed family. 

“What individual roles reinforce family resistances and what are the most prevalent 

family defenses?” (p. 136). Individuals and families sometimes have characteristic 

responses to stress, such as anger or denial. It is crucial to recognize these responses 
and to be sensitive and innovative in responding to them. 

e “What subsystems are operative in this family?” (p. 137). Almost all families have 
subsystems, that is, members who because of age or function are logically 
grouped together, such as parents or siblings. It is important to identify these sub- 
systems and how they function. Some work well, but others end up with someone 
becoming the scapegoat or victim of triangulation, that is, focused on as a way of 
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relieving tension between two other family members. It is crucial for therapists to 
recognize and work through subsystems so that families can relate in a more open 
and healthy manner. 

e “Who carries the power in the family?” (p. 137). Persons who have power in fami- 
lies make the rules and decisions. They might act in a benign manner, but what they 
say or do is adhered to by others. For instance, a mother who acts as the family 
spokesperson probably has considerable power. Families that operate in a func- 
tional way have flexibility in regard to rules and the balance of power. 

e “How are the family members differentiated from each other and what are the sub- 
group boundaries?” (p. 137). In some families, enmeshment (overinvolvement 
physically and/or psychologically) occurs, and in others distancing (isolated sepa- 
rateness, physically and/or psychologically) occurs. In healthy families, a balance 
exists between these two extremes. Therapists need to be aware of family members’ 
degrees of separation and individuation. 

e “What part of the family life cycle is the family experiencing and are the problem- 
solving methods stage appropriate?” (p. 138). For example, is a family treating its 
18-year-old like an 8-year-old? Family therapists need to check on how well a family 
deals with current developmental reality. 

e “What are the evaluator’s own reactions to the family?” (p. 138). Reactions to fami- 
lies are made on both an emotional and a cognitive level. Sometimes, the therapist 
might see the family in light of his or her own family of origin and confuse the 
issues to be worked on. Such a perception is not in the service of the family or the 
therapist. To truly be helpful to a family, a therapist must be aware of the root of his 
or her reaction and know how to respond appropriately. 


CASE ILLUSTRATION 


Tim Connor had been waiting for the Browns to keep their appointment with him for 
over an hour and was almost about to cancel when the family reached his office. It was 
obvious to Tim that the clothes which the father, mother, and two children were wearing 
were very old and unwashed. They all had uncombed hair and dirty nails. Tim almost felt 
like he did not want to be in the same room with them. However, he decided to put his 
feelings aside and focused on the therapy session. 

The social services report had revealed to Tim that none of the family members had 
a sense of time or order. The two Brown children were always late to school, and never 
had their projects and assignments ready. The father reached work late on most days and 
his employer was threatening to take action. The mother complained that she never had 
enough time to complete the household chores. It was clear to Tim that the family was in 
therapy as social services had sent them; they themselves were clueless on the aim of the 
meeting. 

Tim decided to start by helping the family make a schedule for their daily tasks, and 
by identifying rewards for accomplishing these tasks in time. Do you think Tim’s simple 
reinforcement and self-regulation will help the family? How will Tim convince the Brown 
family to change their lifestyle? Would Tim’s timetable intervention actually be more 
therapeutic than not? What would be the danger of going with such an emphasis? 
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ASSESS WHAT NEEDS TO BE DONE The family therapist needs to assess what changes 
should be made or can be made in order to help the family function better (L’Abate & Baga- 
rozzi, 1993). This assessment can mean the employment of specific diagnostic instruments 
(West, 1988). In most cases, however, this procedure can also be conducted more infor- 
mally, such as through observation. In assessing what needs to be done, family therapists 
must be aware not only of the family, but also of biases they might hold because of their 
clients’ sociodemographic characteristics. Pals, Piercy, and Miller (1998) found that “a thera- 
pist’s decision to break confidence appears to depend in part on the therapist’s background 
characteristics” (p. 470). Such may also be the case in assessing what needs to be done, and 
therapists must be sure they are proceeding in this area as objectively as possible. 


ENGENDER HOPE FOR CHANGE AND OVERCOME RESISTANCE Many family members, 
and sometimes the family as a whole, need assurance that their situations can get better. 
Hope motivates them to work and make difficult changes and choices (Ward & Wampler, 
2010). Essential elements of hope can be given in direct or indirect ways. A family thera- 
pist might say, “Your situation did not get this way overnight, and it will not change over- 
night. But, I think if you work hard it will change.” This type of comment directly 
addresses the family’s plight and possibilities. Other less formal statements, such as, “I 
think you might be able to do something more productive,” can also be encouraging and 
foster a positive attitude in family members. 

Furthermore, family therapists can engender hope that change can take place within 
families by helping them identify their assets and strengths. Most families know their lia- 
bilities. However, discovering strengths, such as a supportive neighborhood, helps fami- 
lies recognize that they have more potential than they might have previously thought. 

Regardless of the therapist’s words of encouragement or the identified family 
strengths, almost all families exhibit some form of resistance to treatment (Anderson & 
Stewart, 1983; Gold & Morris, 2003). Resistance comes in many forms, such as “mem- 
bers attempting to control sessions, absent or silent members, refusal of family members 
to talk to each other in sessions, hostility, and failure to do homework” (Olkin, 1993, p. 33). 
Other forms of resistance include being late to sessions, denying reality, rationalizing, 
insisting that one family member is the problem, and challenging the therapist’s compe- 
tence. If treatment is to be successful, family therapists have to understand the nature of 
resistance and overcome it without alienating family members. 


When therapists . . . intervene, their choice of a type of intervention, and whether to 
attempt to overcome, avoid, or use resistance to produce change, will be based on 
their theoretical orientation and their understanding of where on the compliance/defi- 
ance continuum a family or family member is at any given time. (Anderson & Stewart, 
1983, p. 38) 


One way to overcome resistance is to create boundaries for the family (Jaffe, 
1991). The responsibility for setting and maintaining boundaries is always the responsibil- 
ity of the therapist (Corley, 2010). For example, a therapist may require that all family 
members must be present for a session to occur. Likewise, the therapist may mandate that 
there be no name calling in or outside of the therapy sessions. Through the use of bound- 
aries, members and the family as a whole can feel safe and begin to open up to one 
another. Another strategy is to interpret positively the actions associated with resistance 
as ways the family copes or protects itself. This is a type of reframing, or “the art of 
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attributing different meaning to behavior so the behavior will be seen differently by the 
family” (Constantine, Stone Fish, & Piercy, 1984). Thus, a therapist might commend family 
members who refuse to participate in a session for being “rightfully cautious” about 
opening themselves or the family up to new situations. A final way to deal with this phe- 
nomenon is to endorse it. The therapist might say, “Go slow.” This strategy is called a 
paradox, or a form of treatment in which therapists give families permission to do what 
they were going to do anyway. This type of directive allows a family to be more flexible 
in its responses and deal with matters in an open manner. Regardless of how it is accom- 
plished, the family therapist must engage the family in the process of resolving its con- 
cerns so that the family becomes, along with the therapist, immersed in finding different 
ways to function (Mason, 2005). 


MAKE A RETURN APPOINTMENT AND GIVE ASSIGNMENTS At the end of a first session, 
some beginning therapists make the mistake of waiting to see if a family wishes to make 
another appointment. Although it is appropriate to let the family make a decision regard- 
ing future sessions, it is equally important that the therapist offer to see the family again. 
For instance, the therapist can propose that the family come for a set number of addi- 
tional sessions, for example, five. After the additional sessions have taken place, the fam- 
ily can evaluate them and decide what progress has been made. This approach relieves 
the therapist and the family of the burden of dealing with the question of future sessions 
after each appointment. However, regardless of whether the number of sessions is agreed 
to ahead of time or a session-by-session approach is adopted, the therapist needs to take 
the lead in giving the family options. 

If future sessions are agreed to, then the next step in the process is to assign the 
family homework (i.e., tasks to do outside the therapy session), if theoretically appropri- 
ate. For example, the structural, strategic, Bowen, and behavioral types of family therapy 
emphasize working between sessions. Haley (1987) cited three reasons for giving home- 
work. First, it helps families behave and feel differently. Many families need practice in 
order to be comfortable with new or prescribed ways of interacting. Second, homework 
assignments intensify the relationship between the therapist and the family. Finally, 
homework gives the therapist an opportunity to see how family members relate to each 
other. Thus, homework or directives can be a way to help families help themselves (as a 
mechanism for facilitating cognitive change, behavior change, and systemic change) and 
assist the therapist in deciding what course of action to take next (Dattilio, Katzantzis, 
Shinkfield, & Carr, 2011). 

In assigning homework, the family therapist should make it clear to the family the 
specifics of what it is to do, as well as when and how often it is to do it (Keim, 2000a). A 
“trial run” should be conducted in the therapist’s office, if time allows. For some families, 
a time should be scheduled to talk over and process what they did; for others, simple 
action is enough. An example of a homework assignment is to have family members 
practice listening to one another and have each member paraphrase what another family 
member said before making a statement of his or her own. 


RECORD IMPRESSIONS OF FAMILY SESSION IMMEDIATELY Impressions of particular 
families are fleeting, especially if therapists are busy. The result is that information about 
a family or a session can become unintentionally distorted over time (Gorden, 1992). 
Thus, it is crucial that those who work with families record their impressions in the form 
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of clinical notes as soon as possible after sessions. Historically, clinical notes have been 
more content oriented than process oriented. However, family therapists have a choice as 
to what they record and how they do so. A balance between noting the process and the 
content of sessions probably works best. 

In writing clinical notes, therapists accomplish three vital tasks. First, clinical notes 
can be studied over time in regard to patterns or processes that may evolve. This type of 
“paper trail” is invaluable because it helps therapists remember nonverbal interactions 
and occurrences. Clinical notes lend themselves to future use (Gorden, 1992). 

Second, clinical notes give therapists the opportunity to be reflective and objective 
and to resist the seductive power of becoming a family member (Mark Worden, personal 
communication, 1982). Families are powerful and can easily engulf outsiders in their 
ways of thinking. 

Finally, clinical notes can help therapists probe in a specific way by reminding them 
of what was previously said or dealt with. Many families are theme oriented and talk 
about behaviors and events in some detail. By referring to notes, therapists can avoid 
going over the same material twice (Gorden, 1992). They can also see the progress of a 
family in regard to any treatment plan that has been formulated. 

A unique way of recording clinical notes, used by Michael White and other narrative 
family therapists, is to write a letter to the family about what occurred during the session. 
The letters then become the clinical record—that is, the clinical notes. 


Family Reflection: What do you think would happen to you in a session if you did not have 
good notes on the family with whom you were working? What do you think about taking notes 
in the session as you are working with the family? 


Middle Phase of Treatment 


If rapport, structure, and initiative have been fostered in the initial sessions of family ther- 
apy, the middle phase of treatment can begin. During this phase, family therapists push 
family members and the family as a whole to make changes and breakthroughs. To do so, 
the therapist should employ the procedures discussed in the following subsections. 


INVOLVE PERIPHERAL FAMILY MEMBERS A family is only as productive as its least 
involved member. Therefore, in most orientations to family therapy, the middle phase of 
treatment emphasizes making sure that all family members are committed to and working 
toward a common goal. If a family member is not involved in the process of therapy, the 
therapist can invite him or her in one or more of three ways (Barker, 2007). 

The first way is to invite the uninvolved family member to be an observer of the 
family. In this role, he or she begins to participate by giving the family feedback on what 
occurred in their interaction. He or she acts as a reporter at the end of a session, summa- 
rizing what occurred. 

The second way to get the uninvolved family member to participate is through the 
use of circular questioning. In this procedure, the detached family member is asked to 
give his or her impressions about the different interactions of other family members. The 
therapist might ask, “How does your father act when that happens? How does your mother 
respond?” The process, in itself, elicits involvement and helps the family recognize the 
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uniqueness of the individuals within it. Circular questioning “can and does trigger thera- 
peutic change” (Tomm, 1987, p. 5). 

A third way to entice an uninvolved family member is to use the power of the fam- 
ily group as a whole. This could mean that the uninvolved person is literally carried into 
the session. Most often it involves physical reassurance and verbal insistence that the 
reluctant member be present for the session. 


SEEK TO CONNECT FAMILY MEMBERS A second goal of the middle phase of family 
therapy is to link members of the family together in an appropriate manner. This objec- 
tive is especially noticeable in structural family therapy, in which boundaries are empha- 
sized (Minuchin & Fishman, 1981). The proper joining and separating of family members 
in regard to one another is not owned by any theoretical position. 

Making sure of linkage between individuals (e.g., siblings) whose generational 
interests and concerns are common is crucial at this time. Similarly, breaking up inappro- 
priate intergenerational coalitions that are formed against other members of the family, 
while supporting those that are formed for connection, closeness, and growth, is a must 
(Milstein & Baldwin, 1997). An example of the former type of coalition occurs when a 
mother and daughter form an alliance against a father. On the other hand, the latter type 
of coalition, if considered from a feminist perspective, might be a mother and teenage 
daughter alliance that provides “strength and a source of comfort during what can be a 
confusing and painful developmental period” (p. 129). 


ESTABLISH CONTRACTS AND PROMOTE QUID PRO QUO RELATIONS A third dimension of 
the middle phase of family therapy is to foster “payoffs” in relationships, especially in 
newly formed connections. This procedure can be done through the use of contracts, a 
type of quid pro quo (“something for something”) relationship in which family members 
begin to benefit from their involvement with each other. For instance, in return for doing 
chores on Saturday morning, parents make Saturday dinner “pizza time.” In such a cir- 
cumstance, household tasks are completed more easily (a benefit for the parents), and 
the children enjoy a special treat while also taking on appropriate responsibilities. 


EMPHASIZE SOME CHANGE WITHIN THE FAMILY SYSTEM The process of change is diffi- 
cult for most individuals, let alone families. In helping families consider change, thera- 
pists must assist families in understanding what is happening in their lives, what options 
are available, what the consequences are for change, and what new skills they will have 
to acquire if they are to change (Snider, 1992). Sometimes change is best approached in 
small steps. Using this strategy, families can begin to get used to behaving differently. For 
example, suppose family members have difficulty clearly communicating with one 
another in the morning because they are so rushed. A small change might be to start get- 
ting up 15 minutes earlier and then moving the clock back in 5-minute segments each 
day until the family arises 30 minutes earlier than before. A similar small change might be 
for a husband and wife to agree to concentrate on listening to each other exclusively for 
15 minutes each day. 

Emphasizing contracts and small changes is helpful because these procedures are 
relatively nonthreatening. In addition, they help everyone envision future happenings in 
a concrete way. 
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REINFORCE FAMILY MEMBERS FOR TRYING NEW BEHAVIORS Family members and the 
family as a whole need to be reinforced when they take risks and attempt new behaviors. 
Such a policy encourages families to try different ways of interacting. For example, when 
children ask parents if they can have candy instead of just taking it, they should be 
rewarded (possibly with candy). If a man appropriately asks his estranged spouse if she 
would sit and talk with him about their relationship, he should be rewarded, especially if 
he has not engaged in such behavior before. 

Family therapists can use many different means to reinforce family members, but 
probably the simplest and most effective, in most cases, is a brief verbal acknowledgment 
of what has been done. Therapists can say “good” or “nice work” to clients immediately 
after learning about the risks they have taken. The goal of this procedure is for the thera- 
pist’s role of giving awards to gradually be taken over by the family members or for the 
process of reward to become internalized by the family. 


STAY ACTIVE AS A THERAPIST Being a family therapist means being mentally, verbally, 
and behaviorally active (Friedlander, Wildman, Heatherington, & Skowron, 1994). Few 
approaches to working with families are passive. Therapists are expected to be involved; 
otherwise, they will probably fail. 

The case for focusing on behavior and action in family therapy is based on the 
observation that people often do not change even though they understand why and how 
they should. Individuals may know they need to lose weight, stop smoking, or spend 
time with their children, yet they do not. Promoting insight in people may help them 
understand themselves better and freely act in their own best interest, but family thera- 
pists do not, as a rule, count on this happening. Instead, the therapist invests a great deal 
in bringing about change in families and does not wait for insight or spontaneous remis- 
sion of symptoms. 


LINK FAMILY WITH APPROPRIATE OUTSIDE SYSTEMS Family therapy is limited in time 
and scope. It is important that families and their members learn to link with outside 
groups whenever possible. For example, when families are working to overcome prob- 
lems related to alcohol abuse, it may be helpful if members connect with Alcoholics 
Anonymous (AA) and Al-Anon. By so doing, they can receive the additional support and 
knowledge they need in order to cope and change. 

Linkage between families and agencies should be made during the middle phase of 
family therapy. Consequently, family therapists avoid making hasty and often ineffective 
referrals to outside agencies at the end of treatment. The importance of outside groups to 
the health and well-being of families is highlighted in the writings of Boszormenyi-Nagy 
(1987), who stressed that healing and growth for families take place best when the total 
context in which families operate is included in treatment. 


FOCUS ON PROCESS Family therapy is a continuous process, and when changes are 
made in families, it is usually because therapists have focused on the process instead of 
just the content. Those who practice family therapy must realize that just as “one swallow 
does not a summer make,” one change or even several within the family does not indi- 
cate that the family is ready to be discharged from treatment. Rather, changes occur over 
time and tend to be affective, behavioral, and cognitive, with affective changes among 
family members being especially significant (Friedlander et al., 2007). 
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In many cases, family members make their easiest adjustments first. Consequently, 
family therapists must keep unbalancing, or disturbing, the family when it resists dealing 
with difficulties or focuses on one person instead of on systemic changes. This requires 
the therapist to engage the family continuously in a therapeutic alliance of collaboration 
(Friedlander et al., 2007). 


INTERJECT HUMOR WHEN APPROPRIATE Many families enter therapy with the perception 
that life is a tragedy. As a result, they struggle, suffer profoundly, and feel alone and 
unable to change. Although some events and circumstances in life are tragic, most fami- 
lies who seek therapy are not in such a state. It is appropriate at times, especially in the 
middle phase of family therapy, to help families become more aware of and even enjoy 
the folly of their existence. In doing so, families might see how they have painted them- 
selves into corners or acted in absurd ways. 

Caution must be taken to not make fun of families, but rather to let them have fun 
and simultaneously gain insight. As Frank Pittman (1995) said, “In my therapy, I don’t 
eschew laughter, but the patients have most of the funny lines” (p. 39). For example, if a 
mother is obsessed with the fact that her 12-year-old daughter will not pick up her 
clothes, the therapist might have the mother project the concern into future years and 
events. In this exercise, the mother might imagine her daughter getting married and never 
being able to have romantic times with her spouse because of her inability to wade 
through the sea of clothes she has habitually tossed on the floor. Although such an exam- 
ple is absurd, it helps illustrate a point and aids the mother and daughter in sharing a 
moment of levity. Again, as Pittman (1995, p. 40) said, 


We can bear far more in comedy than in tragedy, because in comedy we don’t have to 
be perfect, we are not alone in our suffering, and we get to change in time to not die 
from our hopeless emotional position. If we are fully embedded in our comic perspec- 
tive then we can bear all the reality life has to offer. 


LOOK FOR EVIDENCE OF CHANGE IN THE FAMILY If therapy is going well, it will become 
evident. Therapists need to closely observe the family system to see if it is accommodat- 
ing to new experiences and input data from therapy. Many subtle and many blatant signs 
usually appear to indicate that changes are occurring. Family members might appear to 
be more relaxed with one another and to talk more directly with one another, or conflict 
and defensiveness might lessen, and humor and goodwill might increase. 

When family therapists discover these changes along with families, it becomes evi- 
dent that the work of the middle phase of therapy is winding down. In such cases, fami- 
lies and clinicians move their focus and efforts to termination. 


Family Reflection: The middle phase of family therapy is a bit like juggling. There are a lot of 
balls up in the air, and if you do not keep track of them, you may very well mess up or fail. So, 
how are you going to stay focused? Is there an acronym you could make up to help you? What 
other proactive steps might you take? 


Termination 


Progress in family therapy moves in a circular direction. The potential for reaching new 
goals depends on the growth that has occurred previously. If one understands systems 
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to be open and changing, it is hard to define the conclusion of family therapy simply 
in terms of accomplished goals, for the goals themselves may change over the course 
of therapy. (Nichols & Everett, 1986, p. 266) 


Nevertheless, family therapy reaches a point at which it is time to end or change the pace 
of the treatment (Carlson & Ellis, 2004). The family and the therapist are more likely to 
benefit if termination is handled in a planned and systematic way rather than in an abrupt 
manner. If “not properly carried out, the attempt to end therapy can constitute an aban- 
donment” of the client family by the therapist (Leslie, 2004a, p. 46). Arnold Lazarus and 
Insoo Kim Berg are excellent models to follow in regard to termination. 

Although treatment may be halted by the therapist, by the client family, or by 
mutual agreement, it is usually concluded when the following occur: 


e “The course of treatment has come to a natural end” and there has been improve- 
ment (Leslie, 2004a, p. 46). 

° The client couple or family’s problem is beyond the competency level of the therapist. 

e The client couple or family is no longer benefiting. 

° The therapists must leave employment either temporarily or permanently. 

e The client family can no longer afford treatment, and an alternative arrangement 
cannot be worked out. 


Regardless of the circumstances, the termination process has four steps: (1) orienta- 
tion, (2) summarization, (3) discussion of long-term goals, and (4) follow-up (Epstein & 
Bishop, 1981). These are described as follows in more detail: 


1. Orientation: Just as with other therapeutic processes, the subject of termination 
is best raised before it is actually implemented. This objective is accomplished in 
the orientation step of termination. Orientation commences when therapists real- 
ize that families have reached their goals or will be concluding their contracted 
sessions. 

2. Summarization: After the family has become oriented to the fact that therapy will 
be ending, the therapist reviews with the family what has occurred during their ses- 
sions together. In this process the therapist can be replaced as chief spokesperson, 
or it can involve therapist and family taking equal responsibility for summarizing 
their time and experiences together. 

3. Discussion of Long-Term Goals: The discussion of long-term goals is a means by 
which families can be helped during termination to anticipate, avoid, or modify 
potentially troublesome situations. For example, a therapist may ask a family how 
they are going to avoid yelling at each other when they get tired. In raising such an 
issue, the therapist and family have an opportunity to identify resources both within 
and outside the family system that may be helpful to them in the future. 

4. Follow-up and Relapse Prevention: The idea behind follow-up and relapse pre- 
vention is that family therapy is a never-ending process; it continues long after the 
therapist and family have finished their formal work. Such a premise considers 
therapy and termination “open ended,” that is, the family may need to return in or- 
der to receive a boost or avoid regression (Carlson & Ellis, 2004; Nichols & Everett, 
1986). It also acknowledges that some families do better over time when they know 
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someone will check up on their progress. In essence, follow-up is a paradox. It is 
the last step in family therapy, but it can lead to more family therapy. 


As far as the mechanics go, one of the simplest ways to achieve termination is to 
reduce the frequency of sessions. This may be implemented informally or formally over a 
number of months. There are numerous other procedures as well. One suggestion for 
bringing family therapy to a close is through a three-session termination process—that is, 
setting the date, a next-to-the-last session, and the final farewell session (Thomas, 1992). 
The use of rituals and tasks can be especially meaningful during termination and can 
remind family members of what they have achieved and of behaviors they need to con- 
tinue (Imber-Black, Roberts, & Whiting, 1989). For example, in a final session, members 
of a family can give each other wishes for the future in a written form that can be revis- 
ited later. The family can also plan a celebration of who they have become and symboli- 
cally lay to rest in a mock funeral the family that originally entered therapy. 

The process of termination, like the therapeutic process itself, is more complicated 
than it seems (Lebow, 1995). If conducted over time and with sensitivity, it can help fami- 
lies and family members recognize their growth and development during treatment. It can 
also help families and their members recognize and accept their feelings, thoughts, behav- 
iors, failures, and accomplishments. Unfortunately, termination is often premature, and 
about 40% to 60% of families who begin treatment drop out before therapy is finished 
(Kazdin, Stolar, & Marciano, 1995). The result is a loss of benefits for families and a lost 
opportunity for family therapists to work with those in need of mental health services. 

Careful attention must always be paid to all aspects of the therapeutic process. Ter- 
mination should not be treated as the highlight of the therapeutic experience, but it 
should certainly be a goal (Hackney & Cormier, 2013). Although termination can help 
bring the therapeutic process to a logical and positive conclusion, it is only one part of 
the entire system of family therapy. If possible, termination should take into account the 
family’s progress in therapy, including skills they have learned that can be applied later 
(Lebow, 1995). 


Family Reflection: Endings are often harder than beginnings, especially if you have invested a 
lot in what you are doing. Is there a strategy you can use that will allow you to say good-bye to 
family you work with and not feel loss? How have you dealt with losses in your own family of 
origin? What lessons can you transfer from those experiences? 


AN EXAMPLE OF APPROPRIATE PROCESS IN FAMILY THERAPY 


There are a number of family therapies that could be used to illustrate appropriate proc- 
ess. However, the overlap of most therapies will be used here to show how the majority 
of family therapists operate. 


Initial Session(s) 


Most family therapy is directed toward changing family interactions (Walsh & McGraw, 
2002) and therefore requires that entire families be present in sessions. The first, and for 
most therapists, crucial phase in working with a family is focused on building a relation- 
ship. Within initial sessions, joining and establishing rapport with a family are the foci of 
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treatment. An attempt is made to make contact with each family member and listen to his 
or her concerns. Family dynamics are also directly observed, especially in regard to 
power (i.e., decision making, manipulation, negotiation), boundaries (i.e., physical and 
emotional closeness), coalitions (i.e., two or more people joined together for support), 
roles (i.e., behaviors members expect from one another), rules (i.e., implicit or explicit 
guidelines that determine behaviors of family members), and patterns of communica- 
tion (i.e., double messages, withholding information, and overgeneralizing). 

In addition to viewing family patterns, family therapists might ask family members 
to give self-reports about how the family functions. One way of doing this is for family 
members to talk about a typical day in the life of their family. 

With this material in hand, family therapists engender hope that change can take place 
within the family by reframing problems to have more positive connotations or putting 
them in perspective and working with the family to formulate appropriate goals. Resistance 
may be dealt with by renegotiating goals; confronting the family with the fact that it is resist- 
ing, thus making them aware of their behaviors; assigning a positive connotation to the 
resistance to avoid a power struggle; and joining the resistance and even exaggerating it so 
that resistance requires a level of cooperation between family and therapist. 


Middle Phase of Treatment 


In the middle phase of treatment, family therapists concentrate on helping family mem- 
bers become more aware of their behaviors (i.e., analysis) and to reorient (i.e., change 
what they are doing). Awareness is increased through such processes as examining indi- 
vidual versus family goals, exploring lifestyles and types of communication between fam- 
ily members, and making explicit the needs and wants of the family as a whole, as well 
as of its individual members. Through such an understanding, families may become more 
motivated to want to try new behaviors and ways of interacting. 

Reorientation and change can take place by simultaneously addressing several 
areas of difficulty. Among the most important of these areas are the following: 


e Changes in perceptions, beliefs, values, and goals. 

e Changes in the structure and organization of the family. 

e Changes in the skills and social behavior of the family through teaching. 

e Changes in the way direct and indirect power are employed in the family. 


Through direct and indirect ways, families and their members are given an opportunity to 
try on new roles in nonthreatening ways. 


Termination 


Termination is initiated in most family therapies when a family and a therapist agree that 
change has occurred and that the family is making progress or has made the type of 
progress initially agreed on. Measuring progress comes through observation of family 
interactions, self-reports, and various assessment techniques. In initiating termination, 
family therapists reinforce newly learned skills or ways of behaving. During termination 
families are often encouraged to project ahead to problems that might arise and discuss 
how they would handle such difficulties. 

Finally, during termination, a family’s strengths and abilities to continue its success 
are reiterated and reinforced by the therapist. The therapist then follows up with the family 
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through a variety of means at a predetermined time. At follow-up (an appointed time 
with the family several weeks or months after formal treatment has ended), the family is 
again reinforced by the therapist in regard to competencies and ability to maintain or 


continue change. 


Summary and Conclusion 


This chapter focused on common factors in psychother- 
apy, the personhood of the therapist, and universal 
aspects in the process of conducting family therapy. It 
also gave an example of the general process of therapy. 

Lambert (1992) has listed four common curative 
elements in psychotherapy and the percentage of 
improvement they account for. These factors are as 
follows: 


1. Extratherapeutic factors (40%). These include 
anything about clients and their environment 
that leads to change. 

2. Therapy relationship factors (30%). These 
include the relationship of the client family with 
the therapist and the therapist’s relationship with 
the family. 

3. Expectancy, hope, and placebo factors (15%). 
“When clients expect therapy to be helpful, it 
tends to be helpful” (Reiter, 2014, p. 17). 

4. Model and technique factors (15%). These relate 
to the unique approaches that therapists use to 
help families change. 


The type of person a potential family therapist is 
becomes crucial to the success of that individual as a 
clinician. There are certain family-of-origin backgrounds 
and personal dispositions that are more congruent than 
others to becoming a family therapist. Simply being 
intelligent, articulate, and motivated is not enough. 

It is important that the therapist not overempha- 
size certain distinct aspects of therapy, such as details, 
making everyone happy, verbal expression, early or 
easy resolution, or dealing with one member of the 
family. It is also crucial that the therapist not underem- 
phasize other distinct aspects of therapy, such as the 
establishment of structure, showing care and concern, 
the engagement of family members in the therapeutic 
process, winning their battle for initiative, or attending 
to nonverbal family dynamics 

Specific topics that were addressed in the process 
section of the chapter included the initial session(s), the 
middle phase of therapy, and termination. Within each 
of these three topics, numerous points were discussed. 


During the initial session(s), the task of the ther- 
apist is to create a structure in which change can take 
place. This “battle for structure” begins on the phone 
and/or in studying background material. Through such 
involvement, the therapist established rapport and 
structure. The therapist also hypothesizes what is hap- 
pening within the family (i.e., makes a diagnosis) from 
a developmental and systemic frame of reference. It is 
hoped that during the initial session(s), families will 
become more motivated and win what has been 
defined as the “battle for initiative.” It is important that 
families win this battle because the best success in any 
clinical setting is seen when families are motivated to 
accomplish goals. 

Most of the work of therapy takes place during 
the middle phase. If family therapy is like a play, then 
the middle phase contains the most action. It is crucial 
in this phase that clinicians pay as much attention to 
the processes within families as they do to the content 
of sessions. It is also important that families be helped 
or encouraged to make links to support groups and 
resources within their communities. It is during the 
middle phase that family therapists are extremely 
involved in helping families overcome natural and 
artificial barriers that keep them from achieving their 
goals. 

Finally, the process of termination is the last part 
of the therapeutic cycle. Termination works best when 
client families are prepared for it. The results are usu- 
ally better when both the therapist and family agree to 
it. Termination is not the highlight of therapy, but if 
conducted properly, it can help families reflect on 
what they have accomplished and learned. It can moti- 
vate families and their members to continue new 
behaviors, especially if follow-up is included. 

Family therapy approaches are driven by its theo- 
retical presuppositions about how families function. 
However, there are general overlaps in what most ther- 
apists do, and the last part of this chapter focused on 
combining the processes of family therapy together, 
including the initial sessions, a middle or working 
phase, and then, finally, termination and follow-up. 


Summary Table 
COMMON FACTORS IN THERAPY 


Extratherapeutic (accounts for 40% of change). 
Therapy relationship (accounts for 30% of 
change). 

Expectancy, hope, and placebo (accounts for 
15% of change). 

Model and technique (accounts for 15% of 
change). 


THE PERSONHOOD OF THE FAMILY THERAPIST 


The personhood of the family therapist is impor- 
tant to the process of family therapy. 


Major stressors and enhancers for family thera- 
pists need to be highlighted and evaluated in 
regard to their readiness to practice in the pro- 
fession. 


COMMON PROBLEMS OF BEGINNING FAMILY 
THERAPISTS 


Overemphasis 


Beginning therapists can overemphasize details. 
They can overemphasize making everyone 
happy. 

They can overemphasize verbal expression. 


They can overemphasize coming to early or 
easy resolution. 


They can overemphasize dealing with one mem- 
ber of the family. 


Underemphasis 


Beginning therapists can underemphasize the 
establishment of structure. 


They can underemphasize showing care and 
concern (use of self-disclosure statements can 
avoid this problem). 


They can underemphasize the engagement of 
family members in the therapeutic process. 


They can underemphasize letting the family 
work on its problems, that is, win their battle for 
initiative. 

They can underemphasize and, thus, not attend 
well to nonverbal family dynamics. 
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APPROPRIATE PROCESS 


Pre-Session Planning and Tasks 


Establish initial professional relationship with 
referral source/person. 


Collect essential information about the family. 


Make arrangements to see the family (within 48 
hours if possible). 


Hypothesize about dynamics within the family 
(from family life cycle literature). 

Form a preliminary diagnosis (e.g., distancing, 
cutoffs, enmeshment, disengagement, friction, 
denial, enabling, unresolved grief). 


Initial Session(s) 


Make the family comfortable through social 
exchange with each member; that is, establish 
rapport and join with the family. 


Ask each member for his or her perception of 
the family. 


Observe family patterns, that is, the “family 
dance” (who speaks to whom and how, what is 
the outward appearance of the family, what is 
the family mood, etc.). 

Assess what needs to be done (e.g., treatment, 
referral, testing). 


Engender hope for change and overcome 
resistance. 


Break dysfunctional patterns through words and 
actions congruent with one’s theoretical per- 
spective (if appropriate). 


Make a return appointment and assignments. 


Write clinical notes, including impressions of 
family and progress in the session, immediately 
after the session ends. 


Middle Phase of Treatment 


Involve peripheral family members in the thera- 
peutic process (e.g., use circular questioning). 
Seek to connect family members with appropri- 
ate generational interests and concerns (i.e., 
break up intergenerational coalitions). 


Promote quid pro quo (“something for some- 
thing”) relationships so that family members 
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begin to see that they are benefiting from the 
therapeutic process. 


Emphasize progress or change within family sys- 
tem, however small. 


Reinforce family members for taking risks and 
trying new behaviors. 

Stay active as a therapist by continuing to probe, 
direct, and suggest. 

Link family members with appropriate outside 
support systems if needed. 

Focus on process. 

Interject humor when appropriate. 


Look for evidence of change in the family (i.e., 
utilize all of the techniques within your approach 
that are germane to the family with whom you 
are working). 


Termination 


Plan with the family for a mutually agreed-on 
termination. 

Consider termination “open ended” (i.e., the 
family may need to return). 

Reduce the frequency of sessions. 

Follow the four-step termination process: 
(1) orientation, (2) summarization, (3) discussion 
of long-term goals, and (4) follow-up. 

Formally bring family therapy to a close (i.e., 
discuss what was learned and achieved during 
family therapy). 


Celebrate and/or resolve grief. 


AN EXAMPLE OF APPROPRIATE PROCESS 
IN FAMILY THERAPY 


Initial Session(s) 


The whole family is seen in therapy. 
After joining and initial rapport building, the 
therapist observes family dynamics related to 


power, boundaries, coalitions, roles, rules, and 
patterns of communication. In addition, self- 
reports are received. 

Family therapists engender hope for change, 
reframe problems when appropriate, and work 
with families to formulate appropriate goals. 


Resistance is dealt with in a number of ways, 
including confrontation and joining. 


Middle Phase of Treatment 


Therapists help families become more aware of 
their behaviors and to reorient (i.e., make 
changes). 


Individual and family goals are compared and 
contrasted. 


Several areas of change may be addressed at 
once—for example, perceptions, beliefs, social 
skills, family structure, and power. 


Termination 


Termination is initiated when the therapist and 
family mutually agree on progress and goals. 


New skills and ways of behaving are reinforced. 
Potential future problems are addressed. 
Family strengths are reinforced. 


A time for follow-up is planned. 


CHAPTER 7 


Couple and 

Marriage Therapy: 
Approaches, 
Theories, Treatments, 
and Enrichment 


He was as nervous as a cat 
in a room full of rockers 
stiffly dressed in formal black 
uptight, and afraid of moving quickly 
lest he break a button 
or the mood from the organ music. 
She was serene 
as if living a childhood dream 
dressed in layers of white with a lilac bouquet 
unable to conceal her contentment 
she remained poised amid the quiet 
of assembled excitement. 

Together they exchanged formal wedding vows, 
homemade rings, and brief, expectant glances. 
Then numbed, as if by Novocain, 
they slowly greeted guests and themselves anew 
as they whispered good-bye to innocence 
and hello to the opening of a marriage. 


Gladding, 1993a 


CHAPTER OVERVIEW 
From reading this chapter you will learn about 


m Approaches to treating couples and marriages. 

m Preventive approaches and major theories of prevention in working with couples, 
such as marriage and relationship education and marriage enrichment. 

m Marriage and couple therapies, such as behavioral couple therapy, 
cognitive-behavioral couple therapy, and emotionally focused therapy. 

m Infidelity and ways of treating it. 

m Divorce therapy, family mediation, and collaborative divorce. 
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As you read consider 


m The differences and similarities of couple and marriage therapies. 

m How two preventive approaches to working with couples and marriages—marriage 
and relationship education and marriage enrichment—are similar and different. 

m The three distinctive types of marriage and couple therapies, how they overlap, and 
how they are distinct. 

m What you knew about infidelity, and how what you have learned in this chapter 
confirms or challenges your previous knowledge. 

m How divorce therapy differs from family mediation and collaborative divorce and 
the advantages and disadvantages of each. 


States in 2010, there were more than 58 million married couples and almost 7 million 

cohabitating couples (U.S. Census Bureau, 2012b). Even though individuals are mar- 
rying less frequently and are older when they do, the prospect is that approximately 90% of 
people in the nation will pair and eventually marry at least once by age 45 years (Everett, 
Livingston, & Bowen, 2005). Pairing is so popular for many reasons. “In a couple, one can 
find the deepest experience of intimacy in life. Being a member of a couple can lead to per- 
sonal growth and self-awareness or the failure of it can cause wounds that take years to heal” 
(Long & Burnett, 2005, p. 321). In addition, marriage has other benefits for both men and 
women, such as emotional wellness (e.g., less depression), a greater psychological sense of 
well-being (i.e., self-esteem), physical health, longer life, security, more stable employment, 
better relationships with their children, and happiness (O’Halloran, Rizzolo, Cohen, & Wacker, 
2013; Vanderbleek, Robinson, Casado-Kehoe, & Young, 2011; Young & Kleist, 2010). 

It is not surprising that Americans actively seek couple relationships and 93% of 
Americans rate having a happy marriage as one of their most important objectives (Waite & 
Gallagher, 2000). Yet, being a couple is not easy, especially in marriage. Epidemiological 
studies (e.g., Gurman & Fraenkel, 2002) “typically find 20% of the population to be mari- 
tally distressed at any moment in time” (Lebow, 2005, p. 38). Couples do break up, and 
approximately 50% of all marriages fail, as shown in Figure 7.1. Many of these disintegra- 
tions, however, could be avoided, which is why couple and marriage counseling services 
are so important even though only about 3% of the married couples in the United States 
use such services every year (Jayson, 2005). Indeed, greater than 40% of clients who seek 
psychotherapy of any kind report the reason as marital distress (Gurman & Fraenkel, 2002). 


Bess a couple is a familiar phenomenon throughout the world. In the United 


TYPES OF COUPLE AND MARRIAGE TREATMENTS 


Couple and marriage therapy can be defined in a number of ways, depending on who is 
in the therapeutic session and the relationship of the individuals to one another. A simple 
way to see this is to conceptualize it as a process by which a therapist works with two 
individuals who are in a primary and intimate relationship. In addition, couple and mar- 
riage therapies differ and are distinct from premarital counseling. Couple therapy may 
be defined as a therapist working with two individuals to improve their relationship as a 
dyad. The couple may be married or unmarried, gay or straight, or White or of color and 
have various levels of commitment to each other. Marriage therapy is a process in 


Chapter 7 * Couple and Marriage Therapy 195 


G 


oO 


0% 20% 40% 60% 80% 100% 


A. 30% of U.S. residents age 15 years and older have never been married. 
B. 55% of U.S. residents age 15 years and older have been married once. 
C. 72% of married couples are in their first marriage. 

D. 83% of couples have been married at least 5 years. 

E. 55% of couples have been married at least 15 years. 

F. 35% of couples have been married at least 25 years. 

G. 6% of couples have been married at least 50 years. 


FIGURE 7.1 By the numbers: love and marriage. Based on a sample of U.S. residents age 15 years 
and older. 


U.S. Census Bureau (2011). Number, Timing, and Duration of Marriages and Divorces: 2009. Available 
at http://www.census.gov/hhes/socdemo/marriage/data/sipp/2009/tables.html. 


which a therapist works with a couple that is legally married to help them improve 
their relationship. Marriage therapy may be more complicated than couples counseling 
because of the legal aspects. Both can be intense at times because of various factors, 
including maturity of the partners involved, power imbalances, and the politics of gender 
(Knudson-Martin, 2013; Lebow, 2013). 

In contrast to these two approaches is premarital counseling, which involves 
working with a couple to enhance their relationship before they get married. Individuals 
in premarital counseling intend to marry. Obtaining such counseling is increasingly popu- 
lar, even desirable, because it is preventative and lowers divorce probability and relation- 
ship conflict while increasing relationship quality (Bruhn & Hill, 2004; Carlson, Daire, 
Munyon, & Young, 2012; Wolff, 2005). 

Many premarital programs are centered on either assessment instruments, such as a 
premarital assessment questionnaire (PAQ), or topics. Among the most popular instru- 
ments used in working with couples are PREPARE, FOCUS, and RELATE (Larson, Newell, 
Topham, & Nichols, 2002). Although all of these inventories have their strengths and weak- 
nesses, “RELATE is the easiest instrument to interpret and the easiest to use in large groups 
and teaching settings. RELATE is also the most comprehensive and the least expensive if 
using computer scoring” (p. 237). It is easily available Chttps://www.relate-institute.org/) 
and is “designed to be completed and interpreted with or without professional administra- 
tion or feedback sessions” (Larson, Vatter, Galbraith, Holman, & Stahmann, 2007, p. 365). 
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Regardless of whether one is working with couples, families, or individuals engaged to 
be married, there are a number of similarities. Some of the skills, processes, and techniques 
involved are the same or similar. However, when working with a couple, as opposed to a 
family, there are usually not as many dynamics to which a therapist must attend because 
there are fewer people and factors involved. Among the primary ways of dealing with cou- 
ples, regardless of their marital status, are preventive approaches, such as relationship edu- 
cation and marriage enrichment. Therapeutic treatments involve couples-focused theories 
such as marriage therapy, divorce therapy, mediation, and collaborative divorce models. 


PREVENTIVE APPROACHES TO WORKING WITH COUPLES 


Proverbs are rich in their advocacy for prevention, such as “a stitch in time saves nine” or 
“an ounce of prevention is worth a pound of cure.” Certainly, preventing the deteriora- 
tion of a marriage or couple relationship is easier than trying to repair it. “Over the past 
two decades, there has been an increased emphasis on prevention by professionals who 
work with couples to help them maintain happy, stable marriages” (Sullivan & Anderson, 
2002, p. 388). Indeed, prevention efforts aimed at enhancing family relationships, includ- 
ing couple relations, have been called “the wave of the future” (Fraenkel, Markman, & 
Stanley, 1997, p. 257), and since 2005, when it passed the Deficit Reduction Act, the U.S. 
Congress has allocated $150 million annually to promote healthy marriages and father- 
hood throughout the United States (O’Halloran et al., 2013) . 

Preventative work with couples and families seeks to raise protective factors and 
lower risk factors (Monarch et al., 2002). It includes three major ways of achieving this 
goal: (1) universal, (2) selective, and (3) indicated prevention (Murray, 2005), which are 
aimed at different problems and populations. 

Universal prevention focuses on preventing “the development of problems in the 
general population” (Murray, 2005, p. 29). It might include, for example, a media cam- 
paign promoting family togetherness with slogans such as “The Family That Plays 
Together Stays Together.” Selective prevention focuses on making interventions with 
at-risk groups in order to prevent problems. Examples of such a preventive effort would 
be parenting classes for parents whose children are having difficulties in school and pro- 
grams aimed at low-income couples aimed at educating them on ways to increase their 
relationship satisfaction. Finally, indicated prevention “focuses on minimizing the harm- 
ful impact of serious problems in the early stages of their development” (p. 29). For 
instance, a therapist might work with a couple whose marriage is coming apart in order 
to prevent them from doing harm to one another or their children. 

For all the emphasis in recent years on prevention, preventative services for couples 
and families are, on the whole, underdeveloped. There are probably a number of reasons 
why prevention efforts have not progressed quickly. These include a lack of adequate 
training in prevention modalities, economic barriers, and cultural and family attitudes 
unsupportive of this approach (Murray, 2005). Two areas that have implemented selective 
prevention and, to an extent, universal prevention are programs with a marriage educa- 
tion emphasis and those in which there is a couple enrichment focus. 


Family Reflection: Considering the three types of prevention available and how long they have 
been around, why do you think prevention in marital and couple work has not progressed very 
far? Which of these types of prevention appeals to you most? Why? 
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Major Theorists in Marriage Preparation and Couple Enrichment: 
David and Vera Mace and John Gottman 


The area of prevention has had a number of proponents over the years. Some, such as 
Father Gabriel Calvo of Barcelona, were intuitive and innovative in their work. Others, 
including many of the premarital program researchers of today, such as David Olson, 
have been more empirical in their approach. David and Vera Mace, along with John 
Gottman, are highlighted here. The Maces are featured because of their early work in the 
prevention and enrichment areas and the unique fact that they collaborated as a couple. 
Gottman is singled out because of his scientific approach to working with couples and 
extensive research into what makes marriages work. 


DAVID MACE (1907-1990) AND VERA MACE (1902-2008) David and Vera Mace did not 
initiate the first preparatory and prevention programs centered on marriage enrichment, 
but they were pioneers in this arena. They also played a major role in moving prevention 
initiatives forward, especially couple enrichment. 

David was Scottish and Vera English by birth. Both had careers working with youths 
and in churches before their marriage in 1933. David founded and became the executive 
director of the National Marriage Guidance Council of Great Britain in London in 1942. He 
and Vera immigrated to the United States in 1949, when David became a professor of 
human relations at Drew University (Madison, NJ) and Vera earned a master’s degree at 
the same institution. The couple then moved to Philadelphia, where David taught at the 
Pennsylvania School of Medicine. Finally, they moved to the Wake Forest University School 
of Medicine (Winston-Salem, NC), where David became a professor of family sociology. 

Together the Maces conducted their first marriage enrichment retreat in Kirkridge, 
Pennsylvania, in 1962. They were well known before this time in Quaker and Methodist 
circles for their work on marriage issues. In the early 1960s, they were searching for ways to 
prevent marital difficulties and counter the growing divorce rate. They believed that by 
working with couples who were not in crisis, they could strengthen marriages. They believed 
that couples wanted to have better marriages and learn skills for living in harmony. 

In 1973, on their 40th wedding anniversary, the Maces founded the Association for 
Couples in Marriage Enrichment (ACME). Their slogan was, “To work for better mar- 
riages, beginning with our own.” They served as presidents of the ACME until 1980. 

Although David is credited with being the author of many of the couple’s books, he 
and Vera collaborated in their writings. Individually and together they produced 33 
books, including Getting Ready for Marriage (Mace, 1972), How to Have a Happy Mar- 
riage: A Step-By-Step Guide to an Enriched Relationship (Mace & Mace, 1977), and Letters 
to a Retired Couple: Marriage in the Later Years (Mace & Mace, 1985). As a couple, they 
traveled the world together and received a number of honors from professional associa- 
tions and universities. 

David Mace died at age 83 years on December 12, 1990. Vera Mace died at age 106 
years in 2008. 


JOHN GOTTMAN (1942-) John Gottman is the Executive Director of the Relationship Insti- 
tute (Seattle, WA) and Professor Emeritus of Psychology at the University of Washington 
(Seattle). He began his career with an interest in mathematics and earned three of his four 
degrees with a mathematics emphasis, including one from MIT. However, Gottman became 
interested in the field of psychophysiology and went on to earn a Ph.D. in clinical psychology 
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from the University of Wisconsin (Madison) in 1971. After academic appointments in the Mid- 
west, Gottman went to the University of Washington in 1986, where his expertise on marital 
stability and divorce prediction has derived from research on newly married couples in his 
Family Research Lab, which is referred to fondly by the media as “The Love Lab.” 

Gottman is precise in his studies. He has videotaped married couples as they go 
about a lazy day at home and monitored physiological signs such as heart rate and blood 
pressure as they discuss areas of conflict. Through analysis of these data and direct obser- 
vation of couples, he has come up with formulas describing which couples will succeed 
in their relationship and which will divorce. Successful relationships in marriage have a 
ratio of positive to negative interactions of 5 to 1. If you feel like your partner respects 
you, is interested in you, and turns toward you, then you will have a positive sentiment 
override for the negatives that may be in your relationship. 

Gottman is the author of more than two dozen books and almost 200 academic 
articles. His best-known book on the subject of marriage is The Seven Principles of Mak- 
ing Marriage Work (Gottman & Silver, 1999), which has been found, for example, along 
with social skills training, to prevent suicide and homicide in combat soldiers in distress- 
ing personal relationships with a stateside partner (Gottman, Gottman, & Atkins, 2011). 
Recently he and his wife, Julie, have turned their attention to couples who are expecting 
their first child. In their book, And Baby Makes Three (Gottman & Gottman, 2007), they 
lay out new skills that couples who are new parents must master to avoid the pitfalls that 
come with the strain of having a baby. 


MAJOR THEORIES FOR PREVENTION 
Marriage and Relationship Education 


It is difficult to separate marriage and relationship education from marriage enrichment 
because both strengthen marriages and at times overlap. Marriage and relationship educa- 
tion is often more cognitive, whereas marriage enrichment is more experiential. Never- 
theless, although they are frequently combined, each is delineated here in order to 
highlight their uniqueness and contribution to the field of prevention. 

In its purest form, marriage and relationship education includes the use of 
didactic lectures, visual aids, books, handouts, and interactive discussions. Procedures 
associated with marriage education are intended to help couples learn more about how 
relationships work, as well as to see the rationale behind the strategies employed in help- 
ing them relate better to one another (O’Halloran et al., 2013). An example of marriage 
and relationship education is the lesson from research indicating that the difference 
between functional and dysfunctional couples is not related to the intensity of their disa- 
greements but to the frequency and types of negative behaviors employed during these 
times, such as criticism, contempt, defensiveness, and stonewalling (Gottman, Coan, 
Carrere, & Swanson, 1998; Gubbins, Perosa, & Bartle-Haring, 2010). Similarly, a study 
found that decision-making equality between spouses was one of the strongest correlates 
of husbands’ and wives’ marital happiness and perceived marital stability (Amato, Johnson, 
Booth, & Rogers, 2003). Couples who are informed or educated about these matters can 
try to alter their behaviors and have a better relationship from the beginning of their mar- 
riage and lower their risk for divorce and other marital problems. However, initial gains 
achieved through relationship education tend to diminish over time. 
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At least four topics—communication skills, conflict resolution skills, finances, and 
parenting—are included in most premarital counseling programs (Murray, 2005). Some 
states (e.g., Florida) even make it easier for couples to marry if they go through an 
approved premarital program that addresses these four topics. “Lowering the cost, reduc- 
ing the time commitment, and making counseling as convenient as possible” are strate- 
gies recommended to encourage more couples to take advantage of premarital education, 
especially since research suggests that couples benefit from the skills taught in such pro- 
grams (Blair & Cordova, 2009, p. 124). Benefits from such preparation programs include 
“enhanced conflict management skills, higher dedication to one’s mate, greater positivity 
in marriage, and longitudinally, potentially reduced chances for divorce” (Duncan & 
Wood, 2003, p. 342). The ideal time for premarital counseling to occur is 4 to 12 months 
prior to the wedding date in order to maximize learning of the materials (Monarch et al., 
2002). Usually activities are involved in these types of programs. 

Aside from activities, couples can become better informed on how to deal with 
potentially problematic behaviors in a relationship by engaging in bibliotherapy. This 
process may actually be included in premarital programs and enrichment programs. It 
involves gleaning information by reading books or listening to lectures to learn more 
about relationship traps and how to avoid them or to repair relationships if necessary. 
Books that address couple issues include Allen Fay’s (1999) Making It as a Couple, John 
Gottman, Cliff Notarius, Jonni Gonso, and Howard Markman’s (1979) A Couple’s Guide to 
Communication; John Gottman and Nan Silver’s (1999) The Seven Principles for Making 
Marriage Work, Clifford Notarius and Howard Markman’s (1993) We Can Work It Out: 
How to Solve Conflicts, Save Your Marriage, and Strengthen Your Love for Each Other; 
Susan Page’s (1998) How One of You Can Bring the Two of You Together; Matthew McKay, 
Patrick Fanning, and Kim Paleg’s (2006) Couple Skills: Making Your Relationship Work; 
and Jonathan Robinson’s (1998) Communication Miracles for Couples: Easy and Effective 
Tools to Create More Love and Less Conflict. 

Lazarus (2000, p. 226) advocated the use of “didactic and pedagogical strategies” in 
working with couples. His recommendation has been adopted by other experts who 
work with couples from a preventative perspective. The Smart Marriage (http://www. 
smartmarriages.com/index.html) conferences started by Diane Sollee are probably the 
highest-profile events in the marriage education arena. 


Marriage Enrichment 


A second type of preventative programming aimed at enhancing couple relationships is 
marriage enrichment. The idea of marriage enrichment is based on the concept that cou- 
ples stay healthy or get healthier by learning about and actively participating in certain 
activities that revolve around such considerations as “understanding and respecting per- 
sonality differences, role perceptions, communication, and problem solving skills” 
(Rosenthal & Eckstein, 2013, p. 342). Usually these activities are carried out in a group 
setting with other couples (Mace & Mace, 1977). Thus marriage enrichment is a proac- 
tive, “systematic effort to improve the functioning of marital couples through educational 
and preventive means” (Sager & Sager, 2005, p. 212). Many forms of this approach have 
married couples interact with other couples and specially prepared materials to promote 
marriage relationships. The idea is for couples to learn from each other and the material 
at hand so that future marital difficulties can be prevented (Ripley & Worthington, 2002). 
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Marriage enrichment programs began to emerge in the early 1960s, and by 1978 
“more than fifty different programs were available in hundreds of communities, with 
meeting sizes ranging from 10 to 1,000 couples” (Cowan, Cowan, & Knox, 2010, p. 211). 
These programs were originally generated from faith-based communities to help married 
couples “become aware of themselves and their partners, explore their partners’ feelings 
and thoughts, encourage empathy and intimacy, and develop effective communication 
and problem-solving skills” (Bowling, Hill, & Jencius, 2005, p. 87). It is interesting to note 
that these programs came into existence as faith-based organizations and the government 
observed an unprecedented increase in the rate of discord, disengagement, divorce, and 
abuse in couples relations both in the United States and internationally. There are more 
than 100 enrichment organizations and programs worldwide today, and the material they 
offer and participation in them has mushroomed. Now “between one quarter and one 
third of marrying couples in the United States, Australia, and Britain” attend some form of 
these seminars (Halford, Markman, Kline, & Stanley, 2003, p. 385). 

A major pioneer in the marriage enrichment movement was a Catholic priest, Father 
Gabriel Calvo. He began leading retreats for married couples in Barcelona, Spain, during 
the 1950s. His efforts later evolved into the Marriage Encounter Program (http://www. 
marriage-encounter.org/) in 1962. The essence of this approach, which is now world- 
wide, ecumenical, and has reached literally hundreds of thousands of couples, is to have 
a “team couple” lead a group of husbands and wives during a weekend in exercises that 
give them the opportunity to share their emotions and thoughts. They are taught how to 
make effective communication a part of their everyday lives so that what they learn gen- 
eralizes to their entire relationship. 

As discussed earlier in this chapter, David and Vera Mace were also pioneers of 
the marriage enrichment movement with the establishment of the ACME (http://www. 
bettermarriages.org/) on their 40th wedding anniversary (Mace & Mace, 1977). The pro- 
gram today is nondenominational and national in scope. Like the Marriage Encounter 
Program, the ACME program is led by a husband and wife team (Mace, 1987). ACME, 
however, is more than a structured weekend experience. It provides its participants with 
a long-term support group to help them deal with continued changes in their relationship 
over time. The ACME process includes the following five stages: (1) building security and 
community, (2) developing an awareness of the couple’s relationship, (3) developing 
knowledge and skills to help improve the relationship, (4) planning for growth, and 
(5) celebrating and achieving closure (Williams, 2003). Research has supported the effec- 
tiveness of ACME experiences for increasing couple intimacy. 

Another program in marriage enrichment is Relationship Enhancement (RE) (http:// 
www.nire.org/), created by Bernard G. Guerney Jr. (1977) in the 1970s. RE is a skills- 
building approach that “can be used with married couples as well as engaged couples” 
(Bowling et al., 2005, p. 88) to enrich their lives together. It is based on “a Rogerian com- 
munication model, combining an emphasis on expression of empathic acceptance with 
instruction in behavioral skills that improve communication” (Monarch et al., 2002, p. 241). 
Some of the skills taught in RE through coaching, modeling, and positive reinforcement are 
empathic expression, discussion/negotiation, problem/conflict resolution, facilitation (part- 
ner coaching), self-change, other change, transfer generalization, and maintenance. 

The strength of RE is that it can be used with distressed and nondistressed couples. 
It is also adaptable to various formats, including weekends and multiweek sessions. Fur- 
thermore, RE can be used in counseling with a number of clients, such as individuals, 
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groups, and families—not just for working with couples (Accordino, Keat, & Guerney, 
2003). Like ACME, RE has a solid research base (Accordino & Guerney, 2002, 2003). At its 
deepest level, RE helps people to alter the way they think and to break out of their nega- 
tive interactional patterns and replace them with a more constructive dynamic that creates 
the conditions for skilled dialogue and a renewed sense of connection. In the process, 
individuals begin to think subjectively, as well as speak to that way, since “all human 
experience is intrinsically subjective in its very nature” (Scuka, 2011, p. 34). 

A fourth well-researched couples relationship program revolves around the PRE- 
PARE/ENRICH Inventories (https://www.prepare-enrich.com/) developed by David 
Olson and associates (Olson & Olson, 2000). These inventories—PREPARE for engaged 
couples and ENRICH for married couples—identify strengths and growth opportunity 
areas for couples enrolled in the “Growing Together Workshop” that accompanies these 
instruments. There is a 25-page workbook entitled Building a Strong Marriage that each 
couple is given after they take the inventories (Bowling et al., 2005). This workbook 
assists couples in dealing with challenges in five areas: communication, conflict resolu- 
tion, family-of-origin topics, financial planning/budgeting, and goal setting. It also helps 
them identify personal and couple strengths. The research surrounding these instruments 
is quite strong. For instance, premarital counseling using the PREPARE model is equally 
effective in increasing relationship satisfaction for men and women and reducing indi- 
vidual distress for men (Carlson, Daire, Munyon, & Young, 2012). Furthermore, African 
American couples have been shown to benefit as much from ENRICH as European 
American couples (Allen & Olson, 2001). 

Two other couple enrichment programs are TIME (Training in Marriage Enrich- 
ment) and PREP (Prevention and Relationship Enhancement Program) (http:// 
www.prepinc.com/main/about_us.asp). TIME (which does not have a Web site) is for 
married couples and is formatted for a 10-week or weekend period (Carlson & Dink- 
meyer, 2003). The program is laid out developmentally and systemically, including a 
beginning session that focuses on accepting responsibility and final sessions that have a 
couple resolving an actual conflict based on skills they have learned. PREP is a 12-hour 
program in which couples, either married or unmarried, are taught to become effective 
communicators and problem solvers while enhancing their commitment to each other 
(Markham, Stanley, & Blumberg, 2002; Monarch et al., 2002). Research on TIME and PREP 
indicates that couples can achieve long-lasting benefit from participating in them. For 
instance, empirical evidence supports the effectiveness of PREP with lower-income racial/ 
ethnic minority couples (Owen & Quirk, 2012). PREP has also been demonstrated to have 
a positive effect on couple relationships for up to 5 years after the program (Markman, 
Renick, Floyd, Stanley, & Clements, 1993). 

Other notable couple enrichment programs include the following: 


° The Couple Communication (CC) Program (http://www.couplecommunication. 
com/) is divided into entry and advanced programs. In CC, couples learn better about 
themselves and their partners. The aim of the program, which is grounded in systems 
theory, communication theory, and family development theory, is “to help couples 
develop a greater understanding of their interaction patterns and ‘rules’ of communi- 
cation . . . and to enhance communication skills” (Monarch et al., 2002, p. 243). Par- 
ticipants learn 11 interpersonal skills for effective talking, listening, conflict resolution, 
and anger management. Embedded within CC is Great Start, a program that uses 
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PREPARE/ENRICH inventories and is designed for premarital and early marital rela- 

tionships (Miller, Nunnally, & Wackman, 1977, 1979; Miller & Sherrard, 1999). 
° SANCTUS is a theologically and psychologically based marriage enrichment pro- 
gram based on a stepwise process that incorporates building a pattern of love and 
relationship with God, one’s self, and others (Parrott & Parrott, 2003). 
Practical Application of Intimate Relationship Skills (PAIRS) (http://www. 
pairs.com/) is a multidimensional marriage enrichment program developed by Lori 
Gordon. PAIRS seeks to reinvigorate the emotional bond and intimacy between 
partners (Gordon, Temple, & Adams, 2005). It teaches participants about attitudes, 
skills, values, emotional understanding, and loving behaviors that nurture and sus- 
tain healthy relationships and attachments. The PAIRS program uses concepts and 
techniques from experiential, object relations, communication, behavioral, and fam- 
ily systems approaches (DeMaria, 2003; DeMaria & Hannah, 2003). PAIRS has 
proven to be effective with a number of diverse populations (Gordon et al., 2005). 


A meta-analysis of 97 research studies on the effects of marriage and relationship 
education (MRE) on couple communication found modest evidence that MRE functions 
both as universal prevention and selective or indicated prevention. Well-functioning cou- 
ples improve or maintain learned communication skills compared to control-group cou- 
ples (Blanchard, Hawkins, Baldwin, & Fawcett, 2009). 


Family Reflection: Of the numerous marital enrichment programs just described, which ones 
appeal to you most? What about these programs stands out the most? 


MARRIAGE AND COUPLE THERAPY 


Relationship problems, such as communication issues, power struggles, unrealistic 
expectations, and a lack of emotional or physical affection, are common among couples 
(Boisvert, Wright, Tremblay, & McDuff, 2011). Therefore marital and couple therapy is 
important especially since research on couple therapy has repeatedly concluded that 
“(1) couple therapy effectively reduces conflict and increases marital satisfaction, at least 
in the short run... and (2) for marital problems, conjoint treatment is generally supe- 
rior to individual treatment” (Beckerman & Sarracco, 2002, p. 24). In addition, marital 
therapy, specifically emotionally focused therapy and behavioral marital therapy, seem 
to be cost-effective (Caldwell, Woolley, & Caldweld, 2007). These two approaches 
appear as cost-effective “when paid for by government to reduce public costs of divorce 
or when paid for by insurers to offset the increased health care expenses associated 
with divorce” (p. 392). 


Major Theorists: Susan Johnson 


A number of theorists could be highlighted as major proponents of marriage and couples 
therapy. Among them are Frank Dattilio, Albert Ellis, Robert Liberman, and Richard Stuart. 
However, Susan Johnson is featured here. Her theory is among the newest and most 
empirically validated. 

She grew up in a working-class neighborhood in England as an only child. She worked 
in her parents’ pub, where she learned a lot early in life about levels of communication, 
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social interaction, fighting, and being pragmatic (Jencius, 2003). Her formal education 
gave her a love for English literature and opened her eyes to possibilities in relation- 
ships. The breakup of her parents’ marriage when she was 11 years old was a serious 
disruption in her life and a marker event that led her to wonder how relationships in 
marriage could be improved. 

At 22 years of age, Johnson went to Vancouver, Canada, and began work in a treat- 
ment center for emotionally disturbed children. In her work there, she learned to be 
emotionally present. Johnson was initially influenced by Rogerian and Gestalt approaches 
to therapy, but as she started doing couples work in 1982, she became increasingly 
attracted to John Bowlby’s attachment theory as it applied to adult bonding relationships 
(Young, 2008). She titled her approach emotionally focused therapy (EFT) in the mid- 
1980s as an act of defiance against more behavioral approaches prevalent in the field at 
the time. 

Johnson is now married, a mother of two, a professor of psychology and psychiatry 
at Ottawa University (Ottawa, Canada), and director of the Ottawa Couple and Family 
Institute. She finds doing EFT to be the most rewarding of her professional activities 
(Young, 2008). 


Therapeutic Approaches for Working with Couples 


As important as preventative programs are, the vast majority of family therapists work with 
couples who are experiencing difficulties in their marriage or relationship and are seeking 
help. The good news is that there is clear evidence that couple therapy works (Johnson, 
2003; Johnson & Lebow, 2000; Levant, 2003; Tambling & Johnson, 2011). Moreover, 
Gottman found through his research that psychoeducational approaches can be combined 
with marriage therapy to make a marriage stronger yet (Jenncius & Duba, 2003). His find- 
ings have been verified by other practitioners/researchers (e.g., Mahaffey, 2010). 

The bad news is that therapists who work with couples from a treatment perspec- 
tive may help them change what they are doing from a crisis-oriented perspective rather 
than from a developmental standpoint. While these couples’ relationships may get better 
for awhile, focused as they are on the flashpoint of their relational conflict, they may be 
more prone to relapse in the long term. In fact, Monarch et al. (2002) reported that half 
of all couples participating in therapy eventually return to their original levels of relation- 
ship discord. This therapy focus on highly distressed relational patterns poses a far greater 
challenge than those typical of preventative work. “For couples’ therapy to be effective, 
partners must change not only their behavior, but also their view of each other,” includ- 
ing “changing their attitudes, commitment to each other, and sense of personal responsi- 
bility” (Whiting, 2008, p. 44). 

There are a number of reasons couples seek therapy. These include a lack of com- 
munication, financial stress, disagreements over priorities, and, one of the most oner- 
ous, infidelity (Blow & Hartnett, 2005a, b). Approaches to working with couples who 
are either married or unmarried are numerous, too. All focus on marital quality— 
that is, how the relationship is functioning and “how partners feel about and are influ- 
enced by such functioning” (Young, 2004, p. 159). While it may seem simple to assess 
couple relationships, there are at least two complicating factors in doing so. One is that 
“feelings expressed about marriage are greatly affected by the events of the moment 
and can change considerably over short periods of time. . . . Additionally, individuals 
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in distressed relationships sometimes do not report themselves distressed” (Lebow, 
2005, p. 38). 

If distress levels can be gauged, however, there are a number of couple and marital 
therapies that may be utilized in treatment. All of these approaches require that clinicians 
establish a therapeutic alliance with the couple and assess what problem(s) they are hav- 
ing. In addition, the therapist must be goal oriented in deescalating negative reciprocity 
(i.e., resolving interpersonal difficulties), eliminating distortive motives and behaviors 
(e.g., “extreme denial, rationalization, overreaction, unrealistic beliefs, excuses, and 
defensiveness”, Whiting, 2008, p. 44), and building positive interactions G.e., promoting 
intimacy). Monitoring the progress of treatment, including dealing with resistance, non- 
compliance, and ethical issues, must be done as well, and a successful termination must 
be implemented (Lebow, 2005). 

All of these challenges are formidable and require that clinicians be attuned to the 
art and science of the process of therapy. The most prevalent and empirically validated 
treatment models for working with couples in or outside of marriage are behavioral cou- 
ple therapy, cognitive-behavioral couple therapy, and emotionally focused therapy. 


Behavioral Couple Therapy 


Behavioral couple therapy (BCT) is “based on an exchange/negotiation model of adult 
intimacy and focuses on negotiating pleasing behaviors and teaching problem solving 
and communication skills” (Johnson, 2003, p. 366). BCT “evolved from a focus on behav- 
ioral exchange contracts into an approach that combined problem solving and communi- 
cation skills with behavioral contracting” (Johnson & Lebow, 2000, p. 25). The preliminary 
efforts in behavioral couple therapy were initiated by Robert Liberman (1970) and Richard 
Stuart (1969). 


TREATMENT TECHNIQUES Many of the techniques used in behavioral marital/couple 
therapy were originated by Liberman and Stuart. They are discussed here together with 
more recent contributions. 

Liberman expressed his approach to couples in the language of behavioral analysis 
and worked with couples to define specific behavioral goals. His initial efforts to help 
couples were based on operant conditioning and included such techniques as positive 
reinforcement, shaping, and modeling. Later, he and his colleagues devised a more 
sophisticated behavioral approach that included aspects of social learning theory and 
communications theory (Liberman, Wheeler, deVisser, Kuehnel, & Kuehnel, 1980). 
This more refined focus helped couples recognize and increase their positive interactions 
while eliminating negative interactions. The approach also focused on solving problems, 
building communication skills, and teaching couples how to use contingency contract- 
ing in order to negotiate the resolution of persistent problems. 

Stuart’s early initiatives in couple therapy were described as an operant interper- 
sonal approach. He assumed that, as in social exchange theory (Thibaut & Kelley, 
1959), the interactions between spouses at any one time were the most rewarding of 
alternative possibilities. He also believed, like Don Jackson, that successful relationships 
were based on a quid pro quo formula (i.e., “something for something”). To take advan- 
tage of the positive basis of relationships, Stuart proposed that couples make explicit 
reinforcement contracts with each other that were of a positive nature. He later refined 
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his theory to include an eight-step model designed to accelerate positive behavioral 
change (Stuart, 1980, 1998). 

Among the most creative of Stuart’s techniques to increase consistent pleasure 
within marriages is one called caring days. In this procedure, one or both marital part- 
ners act as if they care about their spouse regardless of the other’s action(s). This type of 
technique, which is at the heart of Stuart’s approach, embodies the idea of a positive 
risk, which is a unilateral action that is not dependent on another for success. Stuart has 
been quite detailed in describing his behavioral theory and methods in couple treatment, 
as indicated by the “caring days” contract shown in Figure 7.2. 


Will Caring Days Agreement Kate 

vvvvvv Offer to stop by the grocery vv 
store on your way home 
from work. 

v Scratch my back before vvvvvvv 
bed. 

vvvvvvwv Quit texting, and talk to me. vv 

vv Surprise me! v 

vv Pay more attention to me vvvvvvwvvvv 
than the dog. 

vvvv Watch a romantic comedy 
with me. 

vvvvvvvvvvvv Take me on a walk. 

vv Make me a sculpture, v 


drawing, or painting. 


vvvwv Unload the dishwasher. vvvv 

Vv Give me a girls/boys night vvvvv 
out. 

vv Take me to breakfast on a vvvvvvvV 


weekend morning. 


vvvvvv Scrape the ice off my 

windshield in the morning. 

Make my lunch for me. vvvvvvvvvvvvvvvV 
yee Offer to drive. vvvvv 
vv Invite me to dance in the vv 

living room. 


v = day of care behavior 


FIGURE 7.2 Caring Days Agreement. 
By Lindsay Berg. Copyright 2013 by Lindsay Berg, used with permission. 
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PROCESS AND OUTCOME Overall, behavioral couple therapy typically includes four 
basic components (Hahlweg, Baucom, & Markman, 1988): 


1. A behavioral analysis of the couple’s marital distress. This analysis is based on 
interviewing, administering self-report questionnaires, and making behavioral 
observations. 

2. The establishment of positive reciprocity, that is, a mutual or cooperative 
exchange of rewarding and valued behaviors between partners. This type of 
action is generated through techniques such as “caring days” and contingency 
contracts. 

3. Communication skills training. Here couples learn to use “I” statements to 
express their feelings. They also learn to stick to here-and-now problems rather 
than dwell on the past. Furthermore, they begin to describe their spouse’s spe- 
cific behavior rather than apply a label to it, such as “lazy,” “aloof,” or “frigid.” 
Finally, in communication skills training, an individual is taught how to provide 
positive feedback to his or her significant other in response to similar behavior 
from that person. 

4. Training in problem solving. This component of behavioral couple therapy helps 
equip couples with new problem-solving skills, such as specifying what they want, 
negotiating for it, and making a contract. 


UNIQUE ASPECTS OF BEHAVIORAL COUPLE THERAPY BCT is one of the best-researched 
forms of working with couples (Shadish & Baldwin, 2005). Couples who receive this type 
of therapy do much better than those who receive no treatment. 

John Gottman stated that behavior marital therapy works best with young couples 
who do not have a long history of marriage. The reason is that often such couples do not 
know how to build their relationship in a positive way. Behavior marriage therapy gives 
them structure and a way of negotiating conflict. It also helps them come to some agree- 
ment and have loving and caring days (Young, 2005). 

Behavioral couple therapy has also been found to be clearly more effective than 
individual treatment in working with people who abuse alcohol and has been shown 
with this population to reduce social costs, domestic violence, and emotional problems of 
the couple’s children (O’Farrell & Fals-Stewart, 2003). 

Overall, behavioral couple therapy has been found “to be efficacious for treating 
marital distress,” in which marriage partners experience communication and problem- 
solving difficulties to the point that they find it hard to work together and have difficulty 
accepting each other’s differences (Mead, 2002, p. 307). It has been used not only in the 
United States, but also in a number of other cultural settings, including Belgium, Great 
Britain, Germany, and Netherlands. 


COMPARISON WITH OTHER THEORIES Behavioral couple therapy is a very skills-based 
approach and is specific and precise. For instance, BCT therapists work with couples to 
teach positive social relationship enhancement behaviors, such as greeting and calling the 
partner by name, talking to the partner about common events, praising the partner, shar- 
ing memories, doing things together, and providing appropriate feedback (Shumway & 
Wampler, 2002). 

When compared to other approaches, behavioral couple therapy is more linear 
than systemic. It examines cause and effect to a greater extent than most other couple 
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therapies and tries to change antecedent behaviors so that consequential behaviors will 
be more positive. 


OFFSHOOTS OF BEHAVIORAL COUPLE THERAPY A more recent form of behavioral cou- 
ple therapy is integrative behavioral couple therapy (IBCT), which adds promo- 
tion acceptance to the traditional focus of behavioral couple therapy on overt 
behavioral change (Cordova, Jacobson, & Christensen, 1998; Dimidjian, Martell, & 
Christensen, 2008). The idea is “that not all aspects of a couple’s relationship are ame- 
nable to negotiated change. . . . In general, promoting acceptance helps couples iden- 
tify those aspects of their relationship that are unlikely to change [unresolvable 
problems] and coaches them in ways of coming to terms with those problems” (p. 439). 
In addition to acceptance, IBCT emphasizes “the reframing of harder emotions (e.g., 
hostility) in terms of softer emotions (e.g., sadness) and using insight into lessons 
learned about intimacy in families of origin to frame present behavior” (Johnson & 
Lebow, 2000, p. 26). Initial findings show that IBCT, when compared to BCT, results in 
more nonblaming descriptions of problems and more soft emotions such as hurt, 
loneliness, insecurity, and fear, which reveal personal vulnerability. Consequently, 
more empathy is generated from one’s partner, emotional closeness is created, and 
adjusted emotional reactions become more resistant to change (Christensen et al., 
2004; Gilbert, 2005). 

Overall, research indicates that IBCT produces more significant positive changes 
than traditional BCT. Couples receiving IBCT also demonstrate greater maintenance of 
communication improvement at follow-ups. Thus, couples treated with IBCT may better 
maintain or even enhance the improvements in communication they achieved through 
therapy (Baucom, Sevier, Eldridge, Doss, & Christensen, 2011). 


Cognitive-Behavioral Couple Therapy 


Cognitive-behavioral couple therapy (CBCT) provides several strong approaches 
to working with couples. These “grew out of the behavioral approach, first as a sup- 
plemental component and later as a more comprehensive system of intervention” 
(Dattilio, 2001, p. 6). As a group, cognitive-behavioral theories are empirically sup- 
ported, highly effective, and short term in nature. Nonetheless, CBCT is underutilized 
because of both its historical tradition of being a linear model and the popularity of 
noted influential practitioners who have advocated for other marital and family thera- 
pies (Dattilio, 2001). 

“CBCT is not a singular model; it draws upon psychodynamic constructs as well as 
cognitive and behavioral principles and may also incorporate humanistic approaches” 
(Patterson, 2005, p. 119). However, the cognitive aspect of CBCT has its roots in cognitive 
therapy as first proposed by Ellis (1977) and Beck (1976). These two theorists both 
focused on automatic thoughts couples had individually and collectively that were based 
on inferences they had about others’ and their own behavior. A version of what is now a 
part of CBCT was first introduced by Albert Ellis, using what was then called rational 
emotive therapy (RET) and is now called rational emotive behavior therapy 
(REBT), to help couples dispute irrational thoughts they have about themselves, their 
spouses, or their marriages (Ellis, 1977, 1978, 1993; Ellis & Harper, 1961). In this approach, 
Ellis employed an ABC procedure, with A standing for an event, B standing for a 
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thought, and C standing for an emotion. In addition to the sequential ABC schema, which 
postulates that emotions are derived from thoughts, Ellis stated that individuals and 
couples had four choices in regard to what they thought. They could think and therefore 
feel positive, negative, neutral, or mixed: 


Event Thoughts Emotions 
positive 
negative 
neutral 
mixed 


Thus an event such as forgetting a spouse’s request to get something from the 
store could result in four different scenarios. For example, one member of the couple 
might react negatively and think, “He doesn’t love me anymore.” This could lead to 
depression or other unhealthy emotions and hurtful words or behavior. Through dis- 
putation, the therapist could help the spouse and the couple to learn to think about an 
event of this type neutrally (e.g., “He did not bring home what I requested”), posi- 
tively (e.g., “Because my spouse did not get what I requested, I can now ask for more, 
and I am sure he/she will be more sensitive this time”), or in a mixed way (“Well, he 
did not bring home the bacon, and that is an inconvenience and frustrating; however, 
I now have a chance to talk to him about our relationship, which I think might do 
some good”). 

In summing up the research on forms of cognition that have implications in couple 
distress, Dattilio and Epstein (2005, p. 9) found that the following are the five most lethal: 


1. Selective perceptions about the events occurring in couple interactions. 

2. Distorted attributions about causes of positive and negative relationship events. 

3. Inaccurate expectations or predictions about events that may occur in the relationship. 

4. Inappropriate or inaccurate assumptions or general beliefs about the characteristics 
of people and their intimate relationships. 

5. Extreme or unrealistic standards to which individuals hold relationships and their 
members. 


These types of cognitions have to be cleared up if couples are going to relate in 
healthy ways. Besides the REBT approach, there are several other methods that cognitive- 
behavioral family therapists use with couples. 

One of them is to teach the couple cognitive distraction (thinking of something 
other than negative aspects). Another is self-control strategies, such as how to employ 
rational coping statements. A particular type of self-control strategy is known as relapse 
prevention. This cognitive-behavioral approach “enables clients to learn self-control strat- 
egies to prevent relapse” and has been applied to the areas of substance abuse, sex 
offenses, and anger, as well as to family therapy (Curich & Stone, 1998, p. 328). Psycho- 
education, as mentioned earlier, such as reading books, attending workshops, and listen- 
ing to audiovisual material, is also used (Ellis, 1993, 2000; Lazarus, 2000). In psychoeducational 
methods, individuals are taught to be more aware of their relationship-related cognitions 
and the benefits and deficits of these thoughts. This strategy shows promise in reducing the 
divorce rate for participants (Gottman & Silver, 1999; O’Leary & Smith, 1991). It also could 
have a favorable effect on other family units (Schwebel & Fine, 1994). 
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Emotionally Focused Therapy 


EFT is an experiential-humanistic, systemic intervention to therapy (Greenman & Johnson, 
2013). It focuses on “intrapsychic processes (i.e., how partners process their emotional 
experiences) and interpersonal processes (i.e., how partners organize their interactions 
into patterns and cycles)” (Kowal, Johnson, & Lee, 2003, p. 303). 

The roots of the approach are based in attachment theory, first posited by John 
Bowlby (Hollist & Miller, 2005). Attachment theory is based on the proposition that early 
relationships pave the way for later interactions (Bowlby, 1973). “Consistency and sensi- 
tivity in early relationships tends to result in an individual exhibiting secure attachment 
styles, whereas unresponsiveness and inconsistency in early relationships results in inse- 
cure attachment styles” (Bernardon & Pernice-Duca, 2012, p. 245). This theory is consid- 
ered by many “to be the most cogent theoretical model for understanding adult 
relationships,” with “the most basic elements of an adult-adult love relationship [being] . . . 
emotional accessibility and responsiveness” (Naaman, Pappas, Makinen, Zuccarini, & 
Johnson-Douglas, 2005, p. 56). Secure attachment is related to higher self-esteem, internal 
locus of control, extroversion, and openness to experience (Simms, 2002; Van Alstine, 
2002). In addition, during conflict, adults with secure models of attachment “exhibit more 
positive behaviors, such as validation, empathy, interest and humor, than do their inse- 
cure counterparts” (Bailey, 2002, p. 90). 

EFT strives to foster the development of more-secure attachment styles in couples 
by seeing emotions “as a positive force for change in couple therapy” rather than “some- 
thing to be overcome and replaced with rationality. . . . Emotion is the music of the 
attachment dance; changing the music rapidly reorganizes the partners’ interactional 
dance” Johnson, 1998, p. 451). “Problems arise when—out of a perceived lack of emo- 
tional safety—a partner expresses secondary, harsh emotions, such as anger rather than 
softer primary emotions such as fear or loneliness. Secondary emotions tend to distance 
others, getting the individual less of what he or she needs—emotional closeness” (Davis 
& Piercy, 2007, p. 320). 

As mentioned, insecure attachment is often rooted in family-of-origin issues and is 
expressed in a couple relationship in the form of putdowns, belligerence, lecturing, 
stonewalling, and anger (Bailey, 2002). Because such styles negatively affect a couple’s 
relationship, EFT seeks to establish secure attachment bonds (Johnson, 2002, 2008; 
Johnson & Wittenborn, 2012; Young 2008). “A secure attachment bond is an active, affec- 
tionate, reciprocal relationship marked by emotional closeness, comfort, and security” 
(Beckerman & Sarracco, 2002, p. 24). 

To promote such styles and bonding, interventions use both experiential and struc- 
tural techniques, with the structural techniques such as enactment and complementary 
being modified to fit into the experiential framework of therapy Johnson & Lebow, 2000; 
Simon, 2004). As in Rogerian theory, emotionally focused marriage therapists listen to 
individuals in couple relationships and follow their emotions and experiences (Young, 
2005). The idea is to help partners jettison destructive patterns, such as fighting and esca- 
lating fights when they experience “attachment panic” (Johnson, 2008). In place of such 
behaviors, couples are helped to “soften” or modify their intense, heightened emotions— 
anger, resentment, bitterness, and other distancing feelings—into sensations that help 
build attachment and connectedness, such as communication of loss, sadness, fear, or 
grief (Croyle & Walz, 2002; Johnson, 2004). One way to do so effectively is for couples to 
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participate in enactment-based sessions from the beginning of therapy in which they 
identify, acknowledge, and respond to their own and their partner’s attachment needs 
and accompanying emotions in a face-to-face interaction guided by the counselor (Butler, 
Harper, & Mitchell, 2011). These sessions may be especially important for men. Regard- 
less of gender, there is also an existential element to this process in regard to couples 
finding meaning in their relationship with one another and in their lives. 


TREATMENT TECHNIQUES Treatment in EFT focuses on helping couples feel better about 
themselves and their partners. Techniques in this approach concentrate on disclosure of 
feelings, for “when you listen to your emotions you know what it is you need” (Young, 
2008, p. 268). There are several ways in which feelings are mined. 

One technique is for the therapist to probe and ask partners to acknowledge imme- 
diate feelings, such as anger, and to be accepting of that emotion. Therapists may also 
interrupt a couple’s arguments and disagreements. In doing so, they reflect with each 
member of the couple and defuse hostility. 

In addition, EFT therapists explore the perceptions that underlie partners’ emotional 
responses, which, up to that point in time, they have kept hidden. If members of the couple 
begin to express feelings, they may benefit from the release of emotions while at the same 
time becoming more self-aware. Talking about emotion can provide a common ground for 
empathy in multiple ways (Woolley, Wampler, & Davis, 2012). Thus, both release of emotions 
and self-awareness are encouraged. During this process, the partner receiving the emotional 
response is provided with the opportunity to become aware of the other’s viewpoint and to 
develop empathic closeness: bonding (Long & Young, 2007). If such understanding is 
achieved, empathy and attachment become instrumental in the couple relationship. 

EFT clinicians can also use techniques from psychodrama and Gestalt therapy, such 
as having one member of the couple become the alter ego for the other or using an 
empty-chair technique. However, use of enactments is a principal way of helping mem- 
bers of couples go beyond a stage 1 level of change, in which they change some of the 
elements in their system, to a stage 2 level of change, in which they totally reorganize the 
system (Young, 2008). In enactments, couples develop new cycles of safe emotional con- 
nection and go to deeper feelings. 


ROLE OF THE THERAPIST Since emotionally focused couple therapy is a humanistic 
model of therapy—a model focused on growth and human potential rather than dys- 
function—EFT therapists tend to be optimistic Johnson & Wittenborn, 2012). The role of 
the therapist in EFT is to provide a safe environment for the release of positive and nega- 
tive emotions (Long & Young, 2007). As such, the therapist is an encourager of emotional 
expression and a protector of the couple as individuals and as partners. There is a clear 
relationship between the therapist’s emotional presence and the increased likelihood of a 
couple’s heightened emotional experience in sessions (Furrow & Edwards, 2012). 


PROCESS AND OUTCOME EFT is a three-stage interaction process with nine steps. The 
first stage is cycle deescalation. Steps 1 through 4 are involved in this stage, during 
which time couples are helped to uncover negative or hard feelings that lie beneath their 
defensive expressions of hurt, anger, and withdrawal. In this stage “the escalation of 
negative cycles and reactive secondary emotions, like a reactive anger or a numbing out” 
surface (Kowal et al., 2003). 
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The second stage, restructuring interactional positions, is characterized by 
withdrawer reengagement and blamer softening. In this stage, steps 5 through 7 are 
implemented. Step 5 is the most individually oriented step in the EFT process. In it the 
therapist “explores the intrapsychic processing of attachment-related affect with more 
experiential detail” (Bradley & Johnson, 2005, p. 186). The focus is on one partner within 
the couple relationship, and the therapist works with that person to create a new interac- 
tive pattern that helps “withdrawn partners become more engaged and more blaming- 
coercive partners soften and engage in interactions where they can ask for their attachment 
needs to be met in a soft way that pulls their partner toward them” (Kowal et al., 2003). 
The “softening of emotions” has been found to predict treatment success (Johnson & 
Greenberg, 1988). In a softening, partners reach and respond as secure attachment fig- 
ures do, with love, care, and attuned empathy. In stage 2, specifically in step 6, the thera- 
pist switches focus and engages the opposite partner in a step 5 process. Finally, in step 
7, the partners talk about their needs and fears together, and each partner starts to soothe 
the other. This process is achieved by externalizing the conflict so that it is not the prob- 
lem of one or both individuals but a difficulty that has evolved in the relationship and is 
a common enemy. EFT clinicians assist couples in understanding how their feelings play 
out in their relationship (Johnson, 1998). Therefore, couples can face and attack this dif- 
ficulty together (Kowal et al., 2003), and, like dancers of the tango, they can be secure 
and in sync because they are emotionally secure with one another. Furthermore, at the 
end of stage 2 of EFT, “successful couples can tune into their own fears and needs, send 
clear coherent emotional messages, take in love and caring, and reciprocate and respond 
to their partner” Johnson & Wittenborn, 2012, p. 21). 

Finally, in the third stage, consolidation and integration of therapeutic gains, 
the therapist reviews the accomplishments of the couple by contrasting their initial nega- 
tive interactional cycle with their new, positive interactional cycle (Bradley & Johnson, 
2005). The focus is on creating secure bonding interactions by reinforcing them (Jencius, 
2003, p. 430). In this stage the therapist helps couples to continue to restructure their 
interaction patterns more positively (Beckerman & Sarracco, 2002). The focus of EFT is 
on meeting the longings that individuals have for secure relationships as opposed to a 
focus on finding fault with a spouse. EFT helps partners create positive interactions that 
produce bonding. 


UNIQUE ASPECTS OF EMOTIONALLY FOCUSED THERAPY EFT has a strong empirical base. 
More than 125 professional or scholarly articles have been published on it (Sandberg, 2011). 
It is very process-research oriented and focuses on key elements of change (Greenberg & 
Johnson, 1986, 2010). In syne with John Gottman’s research on how the importance of 
positive and negative interaction ratios affect a relationship, Johnson (2004a) found that it 
is not enough to have a 5 to 1 ratio of positive to negative interaction; the timing of these 
interactions is also crucial. When a couple ends the day with a negative interaction, it is 
usually detrimental. 

Because attachment and emotions are universal and cut across cultures, EFT is 
appropriate to use with couples from all backgrounds, although it may need to be modi- 
fied to accommodate certain cultural groups. Outside of distinct cultural groups, EFT has 
been found applicable in working with such diverse populations as individuals with post- 
traumatic stress disorder (Beckerman, 2004), moderately distressed couples (Bailey, 2002), 
families with a bulimic child, couples suffering from trauma, and couples with depression 


212 


Part 2 * Therapeutic Approaches to Working with Families 


and chronic illnesses, as well as with older and gay couples (Bradley & Johnson, 2005). It 
is an excellent therapy for helping “combat service veterans and their spouses/partners 
deal with the trauma of re-deployment/deployment to combat zones/separation” (Jordan, 
2011, p. 271). 

In addition, EFT has started focusing on forgiveness and reconciliation, as well as 
on dealing with attachment injuries and relationship traumas. Research on EFT shows an 
approximately 70% recovery rate for distressed couples and approximately a 90% signifi- 
cant improvement rate for all couples with which it is used (Jencius, 2003). Overall, stud- 
ies support the positive personal and professional effects of EFT training (Montagno, 
Svatovic, & Levenson, 2011). 


COMPARISON WITH OTHER THEORIES EFT differs from most theories in its emphasis on 
the place of emotion in couple relationships and its insistence that its techniques and 
procedures be empirically validated. Unlike some experiential couples theories, EFT 
has demonstrated efficacy apart from the originators of the approach (Bradley & Johnson, 
2005). 

EFT focuses on emotion and the inclusion of the concept of self, which makes it 
different from purer, systematic models “The idea of emotion, often thought of as a 
‘within’ phenomenon, being a leading or organizing element in interactional cycles is not 
addressed in traditional versions of systems theory” (Bradley & Johnson, 2005, p. 182). 


CASE ILLUSTRATION OF EFT THERAPY 


The Kaplanovics 


Family Background 


Boris and Olga Kaplanovic married young. She was 19 years old, and he was 21 years 
old. They dated in high school and somehow drifted into a marriage, about which they 
were unsure, even though it made their families excited and proud. Both families were 
first-generation Russian immigrants in the United States who worked hard to make sure 
that their children had more opportunities and a better environment than they had. 

Now married 5 years, Boris and Olga have started having difficulty in their relation- 
ship. He works construction. Recently, he has been coming home late. He seems more 
interested in watching television and having a beer than he does in interacting with his 
wife. She is clearly frustrated with his behavior and wants to talk with him and tell him 
about her day as an assistant to a financial analyst. Lately, they have said little to each 
other for fear of fighting. She fears he is hiding something from her. 


Conceptualization of the Couple Relationship 


This couple is still relatively young and, although they have had passionate fights, they 
have settled into a pattern of neither helping nor hurting each other at this point. They 
are basically going through the motions of being married. 

Even though they see their extended families often, the couple has not received 
much support from them. One reason is that they have simply pretended that everything 
in their relationship is fine. However, recently Olga been talking to her mother about 
Boris’s behavior. Olga is very upset with the way he is acting and with their marriage. 


Chapter 7 * Couple and Marriage Therapy 213 


Process of Treatment: Emotionally Focused Therapy 


There are several approaches that could be effectively used with this couple. Behavioral 
couple therapy and EFT are two of the prime candidates. Both would work because the 
couple has not had a long time to build up negative interaction cycles. However, because 
the couple, especially Olga, is emotionally stirred up about the relationship, EFT is used. 

In this approach, the therapist first works with the couple to uncover the harsh feel- 
ings that have been generated. It is discovered that Boris is uncomfortable with emotional 
closeness, so he withdraws to avoid it. He feels that his mother smothered him with too 
much closeness and emotion when he was a child. This behavior made him angry and 
inhibited his relationships with other people, especially men. He drifted into his marriage 
because he found Olga physically attractive. However, he would rather look at her from 
a distance than talk with her up close. Olga, on the other hand, states that she has ideal- 
ized marriage ever since she was young. She was unsure about marrying Boris but 
thought he would “come around” after they became a couple. It makes her resentful that 
he has not, and she blames him for not trying to do more to get to know her. 

After the hard feelings of anger, resentment, and blame come out, the therapist 
moves the couple individually and then together into exploring the emotions behind 
what they have disclosed. The process begins with Olga, who expresses frustration that 
her dreams of marriage have not materialized. She acknowledges that many of her reac- 
tive emotions now come from not living her fantasy. Still, she feels hurt, while at the same 
time wanting to have a real relationship with her husband. Boris talks about being scared 
to get too close to Olga for fear that she will become just like his mother and hold him 
back. He chose construction work to make sure he is able to be around other men. He 
states that he feels a bit “helpless” about how to do anything different than what he is 
doing now. Together, the couple recognizes the hurt and helplessness in each other, and 
they begin to comfort each other. 

In the final phase of EFT, the therapist works with the couple on how they can be 
different as a couple and get their emotional needs taken care of. Olga feels she can give 
Boris “more space” to be by himself or with other men when he needs to, while Boris 
proposes that he would feel comfortable in talking with Olga more if he could give her a 
signal as to when he felt “uncomfortable” and then be able to disengage from the conver- 
sation. Olga and Boris agree that they can help each other and the relationship through 
this initial plan. Later, with the help of the therapist, the couple makes other plans on 
how they can interact and emotionally have their needs met. 


INFIDELITY 


Infidelity is “fundamentally a breach of trust—a relationship that was once a primary 
source of security is no longer safe” (Atkins & Haynes, 2007, p. 41). It is defined in a 
myriad of ways and can comprise a number of activities, including, “Having an affair,’ 
‘extramarital relationships,’ ‘cheating,’ ‘sexual intercourse,’ ‘oral sex,’ ‘kissing,’ ‘fondling,’ 
‘emotional connections that are beyond friendships,’ ‘friendships,’ ‘internet relationships,’ 
‘pornography use,’ and others” (Blow & Hartnett, 2005b, p. 186). It can be traditional 
(i.e., physically face-to-face) or Internet based (Hertlein & Piercy, 2012; Smith, 2011). In 
either case, infidelity has both sexual and emotional elements and is viewed as a “trau- 
matic event to the relationship that dramatically disrupts partner’s assumptions about 
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themselves and their relationship, causing both emotional and behavioral upheaval” 
(Snyder, Gasbarrini, Doss, & Schneider, 2011, p. 202). 

Regardless of its form, unfaithfulness in marriage is common in American society, 
with as many as 25% to 50% of men and 10% to 25% of women participating in extra- 
marital sex at some point in their lifetime (Wilkinson, Littlebear, & Reed, 2012). “Being a 
man is consistently associated with infidelity,” with men desiring more sexual partners 
than do women (DeStefano & Oala, 2008, p. 13). Risk factors associated with infidelity 
include gender, as can be seen from the aforementioned statistic, as well as race, “with 
African Americans being most at risk, and age, with younger couples more at risk... . 
Other risk factors include employment status, with those working outside the home being 
more at risk, infrequent church attendance, and low marital satisfaction” (p. 425). 

There are a number of typologies of affairs, including conflict-avoidance marriage, 
sexual addiction, and empty-nest affairs. Several descriptors of extramarital sex also exist, 
such as accidental infidelity, philandering, romantic affairs, and marital arrangements 
(Pittman & Wagers, 1995). Underneath all of the categories for such behavior lie hurt and 
a sense of betrayal. Infidelity is a major marital stressor (Cano, Christian-Herman, O'Leary, 
& Avery-Leaf, 2002). 


Approaches for Treating Infidelity 


Extramarital affairs are considered one of the most difficult marital problems to treat 
(Smith, 2011; Wilkinson, Littlebear, & Reed, 2012). Therapists need to take a couple’s cul- 
ture into account when working on the issues of infidelity, for culture may define how a 
couple views unfaithfulness (Penn, Hernandez, & Bermudez, 1997). For most cultural 
groups, “infidelity is not just another problem that couples bring into therapy . . . infidelity 
couples are notably and reliably more distressed than their noninfidelity peers at pretreat- 
ment” (Atkins, Eldridge, Baucom, & Christensen, 2005, p. 147). Therefore, couple and 
marriage therapists consider infidelity, especially affairs, to be one of the most damaging 
problems couples face and one of the most difficult problems to treat (Gordon, Baucom, 
& Snyder, 2004; Snyder, Baucom, & Gordon, 2008). The hurt and complexity surrounding 
infidelity may explain why “treatment for couples experiencing infidelity is relatively 
undeveloped” (Mamalakis, 2001, p. 41). 

Nonetheless, there is a pattern surrounding some forms of infidelity that can inform 
treatment. Spouses who are seeking to recover after an extramarital affair appear to go 
through three stages: (1) an emotional roller coaster of emotions, (2) a moratorium, and 
(3) trust building (Olson, Russell, Higgins-Kessler, & Miller, 2002). While these stages may 
be sequential, they are not without their regressive moments, and the recovery process is 
often uneven. 

One of the factors in the progress of the couple after infidelity has occurred is 
whether the act of infidelity should be revealed and how much should be told. There are 
two lines of thought on this matter. One is a model of therapy that requires no disclosure 
and respects self-determination (Scheinkman, 2005). This view is more prevalent in coun- 
tries outside of the United States. It basically allows couples to share with the therapist 
and with the other spouse what they will and when they will in conjoint and individual 
sessions. The second model in working with couples in which there has been infidelity is 
to make sure the noninvolved spouse is aware of the affair if it has not been disclosed 
before therapy begins. The reason for such disclosure is the belief that if an affair is kept 
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secret, it cannot be treated. Thus the “disclosure of infidelity is an . . . essential compo- 
nent of healing” for couples so affected (Blow & Hartnett, 2005b, p. 229). 

Along with disclosure, Dean (2011) advocates that the couple involved also receive 
psychoeducation about the impact of infidelity. Initial psychoeducation can help couples 
make sense of what they are experiencing and better understand the interpersonal and 
intrapersonal dynamics resulting from infidelity. 

The next step, especially if the infidelity is revealed and the dynamics associated 
with it explained, is to find an appropriate treatment. Behavioral couple therapy, IBCT, 
and EFT have all been found to be promising treatments (Blow, 2008) and to facilitate 
significant gains in overall levels of distress for couples when the act of infidelity is 
addressed in therapy (Atkins et al., 2005). Similarly, a cognitive-behavioral approach, 
with an emphasis on forgiveness, which sees forgiveness as a willful, cognitive act of 
“letting go of resentment, bitterness, and need for vengeance,” has been found to be 
empowering and preventative (DiBlasio, 2000, p. 150). Forgiveness keeps couples from 
getting caught in a downward cycle of punishing and retaliatory behaviors (Weeks, 
Gambescia, & Jenkins, 2003). Forgiveness, especially positive forgiveness, which increases 
understanding of one’s partner and decreases anger, is significantly associated with mari- 
tal satisfaction and parenting alliance (Gordon, Hughes, Tomcik, Dixon, & Litzinger, 
2009). In the DiBlasio (2000) approach, the actual forgiveness session is lengthy and 
comes at the beginning of therapy so that the couples has more choice of how to partici- 
pate in the process. 

One of the most researched and supported interventions regarding the treatment of 
infidelity is an integrated approach developed by Snyder, Baucom, and Gordon (2008), 
which “draws on the theoretical and empirical literature regarding traumatic responses as 
well as interpersonal forgiveness and incorporates empirically supported interventions 
from both cognitive-behavioral and insight-oriented approaches to treating couple dis- 
tress” (p. 300). This model is based on three stages, which are not always progressive: 


1. Dealing with the initial impact, in which “partners are taught specific skills for man- 
aging emotions and decision-making skills for addressing relationship crises.” 

2. Exploring context and finding meaning, in which partners are guided to examine 
“factors from within the marriage, from outside their relationship, and from them- 
selves that increased their vulnerability to an affair.” 

3. Moving on, in which “interventions help partners explore personal beliefs about 
forgiveness[,] . . . examine how these relate to recovery from the affair,” and are 
taught interventions that will help strengthen their marriage and protect it from 
future threats to fidelity (p. 301). 


Regardless of the treatment chosen, therapists need to give hope to the couple that 
they can make it to the other side of the pain they are feeling and rekindle an atmosphere 
of love. Such a task is easier said than done, and in many cases couples separate and 
divorce rather than try to go on with their lives together. 


Family Reflection: If infidelity were classified as a public health disease, it would be considered 
epidemic. It is widespread generation after generation. What do you think is behind the preva- 
lence of infidelity? How have you seen it affect families? Of the treatments available, in which do 
you have the most confidence? Why? 
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DIVORCE THERAPY, MEDIATION, AND COLLABORATION 


There is no such thing as a conflict-free marriage. The stress and strain of daily living, 
along with individually held values and opinions, get expressed in couple relationships 
and sometimes lead to disagreements, arguments, and a desire by one or both members 
in the relationship to leave. The result is that everyone in the family system suffers if con- 
flict escalates, and there is a “spillover” effect that ultimately impacts children’s adjustment 
(Sturge-Apple, Davies, Cicchetti, & Cummings, 2009), especially in regard to difficulties in 
personal adjustment (Buehler & Welsh, 2009) and poorer peer relationships (Lindsey, 
Caldera, & Tankersley, 2009). Therefore, many couples seek a separation or divorce for 
the sake of themselves and their children. 

Given the inherent difficulties of marriage, it is surprising how relatively few cou- 
ples seek assistance in saving their marriage. Only about one fourth of couples who seek 
divorce report seeking professional help of any kind, and those who do seek help wait 
an average of 6 years after a serious problem develops (Doss, Simpson, & Christensen, 
2004). Research suggests that couples who seek marital therapy “tend to be middle class, 
Caucasian, and college educated” (Doss, Rhoades, Stanley, & Markman, 2009, p. 19). 

There are a number of reasons couples seek a divorce. They are similar to those for 
seeking marital or couples therapy, except that in the case of divorce, they are usually 
long term in nature or have been exacerbated to the point that one or both partners in the 
relationship wish to terminate it. Marital stress can intensify or lead to such psychological 
disorders as anxiety, depression, substance abuse, and health difficulties (Doss, Atkins, & 
Christensen, 2003). These difficulties can lead to general unhappiness and negativity and 
in some cases can escalate to more serious problems, of which physical assault from 
one’s spouse is the most grave. Such assaults are estimated to affect 16% of couples in the 
United States in any one year (Loy, Machen, Beaulieu, & Greif, 2005). Yet most couples 
who are discontent and seek marital therapy—or a divorce—do not report a specific 
problem. Rather, they simply note that they are having interpersonal or communication 
difficulties. Studies have shown that, at the time of an intake interview with a counselor, 
only about 6% of wives report suffering abuse from their spouses, even though research- 
ers have estimated that some 50% to 60% of couples who seek therapy are dealing with 
the effects of domestic violence (Lawson, 2003). Therapists must take great care in assess- 
ing whether their efforts will help salvage a relationship or assist in its dissolution. 

There are at least three ways couples can accomplish the task of breaking up: 
divorce therapy, mediation, and collaboration. 


Divorce Therapy 


Divorce therapy is a part of marital therapy and, as such, seeks to help couples separate 
from each other physically, psychologically, and/or legally. Therapists who work with 
divorce situations need to have theoretical tools and practical clinical strategies to help 
clients deal with and get through difficult personal and familial problems and challenges 
associated with divorces (Rice, 2005). EFT and IBCT are two of the best approaches used 
to overcome difficulties in divorce therapy (Lebow, Chambers, Christensen, & Johnson, 
2012). Goals of divorce therapy include the following: 


e Accepting the end of the marriage. 
e Achieving a functional postdivorce relationship with an ex-spouse. 
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e Achieving a reasonable emotional adjustment and finding emotional support. 

e Coping with religious or spiritual angst (Murray, 2002). 

e Realizing the part one played in the dissolving of the marriage. 

e Helping the children from the marriage (if there are any) adjust to the loss. 

e Using the crisis of the divorce as opportunity to learn about oneself and to grow. 
e Negotiating a reasonably equitable legal settlement. 

° Developing healthy habits (Sprenkle, 1990). 


As pointed out, couples use a number of means to strengthen their relationships 
and avoid divorce. Marriage counselors who work with couples considering divorce use 
a number of procedures that have both theoretical and atheoretical roots. These include 
having individuals look at their family of origin and the issues that remain unresolved 
from their family. A wife may feel that her opinions were never valued when she was 
growing up. Therefore, when her spouse does not listen carefully to what she is saying, 
she feels devalued and becomes upset. Recognizing this fact is a beginning step in 
breaking a pattern of pain, as well as in beginning to set up a new productive type of 
interaction that will serve the couple well, whether they ultimately choose to remain 
married or divorce. 

Couples can work with therapists to deal with divorce-related issues in their marriage 
in a number of ways, but again one of them is through reading, reflecting, and participat- 
ing in structured exercises. A book such as Michele Weiner-Davis’s The Divorce Remedy: 
The Proven 7-Step Program for Saving Your Marriage (2003) is appropriate for such times 
with some couples. Fighting for Your Marriage: Positive Steps for Preventing Divorce and 
Preserving a Lasting Love (Markham, Stanley, & Blumberg, 2002) and Reconcilable Differ- 
ences (Christensen & Jacobson, 2000) are two other excellent resources for couples consid- 
ering divorce. 

Some other techniques marriage therapists use in helping couples who are consid- 
ering divorce help themselves include the following: 


1. Listening for feelings in conversations rather than facts because feelings reflect an 
individual’s values. 

2. Placing a moratorium on the use of the word “you” because it tends to put individu- 
als on the defensive and can be accusatory. 

3. Setting aside time to discuss troublesome issues in couple relationships because 
these issues remain if left unattended or neglected. 

4. Attending fully to one’s partner during times of conflict and not interrupting. 

5. Preventing the practice of “gunnysacking” or “dumping” by which past unresolved 
issues or examples of behavior are brought up. 

6. Using “I statements” to own one’s thoughts and feelings about the subject in 
question. 

7. Refraining from physical actions and/or advice giving. 

8. Postponing resolution, if needed, so that the situation can be revisited again when 
both parties are fresher and have had time to think. 


Family Reflection: If given a choice to specialize in either marital therapy or divorce therapy, 
which would you find more attractive? Why? What hypothesis do you have for couples waiting 
so late after they began having trouble before seeking help or deciding to divorce? 


218 


Part 2 * Therapeutic Approaches to Working with Families 


Family Mediation 


Family mediation is the process of helping couples and families settle disputes or dis- 
solve their marriages in a nonadversarial way. Mediation is an increasingly utilized alter- 
native to court action (Wilcoxon et al., 2013). As a family mediator, family therapists are 
specially trained to function in a legally related role as an impartial, cognitive, neutral 
third party to facilitate negotiation between disputing parties, often a husband and wife. 
The objective is to help those involved make an informed and mutually agreed on deci- 
sion that resolves differences between them in a practical and fair manner (Ferstenberg, 
1992; Waxman & Press, 1991). These differences may involve custody matters, financial 
matters, or both in “comprehensive mediation” (Blaisure & Saposnek, 2007, p. 45). When 
an agreement is reached, the couple has their separate attorneys review it, and if it is 
acceptable, each spouse ratifies and signs the document. Overall, mediation aims to 
resolve conflict, not merely to stop it (Huber, Mascari, & Sanders-Mascari, 1991, p. 117). 

Steps involved in the mediation procedure include the mediator obtaining a brief 
history of the couple/family, including information about children. The family members 
also disclose to the mediator their assets, incomes, liabilities, and goals, whenever appro- 
priate. They prioritize their most important issues. Where necessary, the mediator may 
involve or consult with other professionals, such as accountants. However, information, 
ideas, and decisions are generally limited to the parties involved and the mediator. 

In contrast to divorce proceedings, mediation is less time consuming, less costly, 
less hostile and stressful, and more productive (Ferstenberg, 1992). It protects clients and 
their records from public scrutiny and helps them problem solve and reconstruct their 
lives in a reasonable and settled manner. The important point is that family therapists 
who function as mediators must remember that they have to help the parties involved 
learn how to bargain and come to a fair agreement. In doing so, they function in a role 
quite apart from that of a family therapist, let alone an attorney. 

Organizations that family therapists can consult to find out more about mediation 
include the Academy of Family Mediators (Lexington, MA) (www.mediationadr.net/index. 
htm), the Association of Family and Conciliation Courts (Madison, WD (http://www.afcc- 
net.org/), and the Association for Conflict Resolution (Washington, DC) (http://www. 
acrnet.org/). 


Collaborative Divorce 


“Collaborative divorce is an intervention model in which the divorcing couple and attor- 
neys agree, by an explicit, written contract, to work toward a settlement without resorting 
to litigation” (Blaisure & Saposnek, 2007, p. 47). The practice of collaborative divorce was 
developed in 1990 by Stu Webb and is widely used in the United States and Canada. In 
this model trained collaborative attorneys support their respective clients in negotiating a 
settlement and in four-person meetings (two attorneys and two spouses). The idea is for 
the attorneys to represent their client’s interests and problem solve but not move to litiga- 
tion. If either party in this procedure decides to pursue litigation, both collaborative attor- 
neys are automatically terminated, and each client must hire new litigation attorneys. 

In collaborative divorce, other professionals, including those in mental health, who 
are referred to as “coaches,” meet with clients three or four times prior to and during the 
divorce procedure. Prior to the procedure, coaches determine clients’ readiness for and 
commitment to the collaborative process, receptivity to the use of coaches, and willingness 
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to disclose and negotiate (Blaisure & Saposnek, 2007). During the procedure, coaches 
meet with clients when negotiations break down and/or help clients manage their feel- 
ings, focus their communication, and improve the quality of their lives. “An understand- 
ing of family systems can be useful in helping clients develop clear communication, 
mutual understanding of each member’s perspective, and the practice of respectful inter- 
actional patterns that can be sustained post-divorce” (p. 48). 

Other professionals, such as financial planners, certified public accountants, and 
appraisers, may be consulted during collaborative divorce proceedings. They may even 
be included in the four-person meetings. While the time and cost of this model may not 
be less than litigation, the outcomes may be more positive in regard to postdivorce par- 


enting, personal growth, and emotional healing. 


Summary and Conclusion 


Couple and marital therapy comprises a number of 
approaches, ranging from those that are primarily pre- 
ventative, such as psychoeducational and enrichment 
experiences, to those that are treatment oriented, such 
as cognitive-behavioral therapy, EFT, divorce therapy, 
and mediation. Meta-analysis of prevention and treat- 
ment studies supports the “efficacy of marital and fam- 
ily therapy for distressed couples, and marital and 
family enrichment” (Shadish & Baldwin, 2003, p. 547). 
When working with couples, it is imperative that 
the therapist engage both individuals in the treatment 
process whenever possible. In regard to therapies, 
“CBCT has been subjected to more controlled outcome 
studies than has any other therapeutic modality” (Dattilio 
& Epstein, 2005, p. 7). However, EFT is process-research 
oriented and has accumulated a wealth of data on its 
effectiveness with couples (Jencius & Duba, 2003). 
Infidelity is complex and complicated. Infidelity 
can encompass a variety of behaviors, from kissing to 
sexual intercourse. Certain groups are more at risk for 


Summary Table 


TYPES OF COUPLE AND MARRIAGE 
TREATMENTS 


Couple therapy is defined as a therapist working 
with two individuals to improve their relation- 
ship as a dyad. 


Marriage therapy involves a therapist working 
with a legally married couple to help them 
improve their relationship. 

Premarital counseling involves a professional 
working with a couple to enhance their relation- 


engaging in extramarital affairs and other forms of infi- 
delity. The cultural context of such actions must be 
considered. However, couples are usually very dis- 
tressed when infidelity occurs. Treatment is a process, 
with most therapists taking the position that what- 
ever has occurred must be revealed. Behavioral and 
cognitive-behavioral approaches with an emphasis on 
new behaviors and the cognitive act of forgiveness 
have proven to have the best results. In all such cases, 
therapists must offer hope as well as direction in assist- 
ing couples as they work through the situation. 

There is no such thing as a conflict-free mar- 
riage. Many couples discover that the stress and strain 
of living in relationship becomes overwhelming, and 
they seek separation or divorce. Divorce therapy, 
mediation, and collaborative divorce are three ways 
that couples can deliberately seek the dissolution of 
their relationship. The roles of therapists in these situ- 
ations can be complicated and may require additional 
experience and training. 


ship before they get married and helping them 
to acquire skills and realistic expectations. 
When working with couples, there are not as 
many dynamics for a therapist to attend to as 
when working with a family. 


Major Theorists for Prevention 


Major theorists for prevention include David and 
Vera Mace, John Gottman, Father Gabriel Calvo, 
Bernard Guerney, David Olson, and Lori Gordon. 
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PREVENTIVE APPROACHES TO 
WORKING WITH COUPLES 


Universal prevention focuses on preventing the 
development of problems in the general popula- 
tion, such as promoting family togetherness. 


Selective prevention focuses on making inter- 
ventions with at-risk groups in order to prevent 
problems, for example, by conducting parenting 
classes. 


Indicated prevention focuses on minimizing the 
harmful impact of serious problems in the early 
stages of their development, such as by working 
with a divorced couple in order to prevent them 
from doing harm to their children. 


Preventive approaches are undeveloped as a 
group due to a lack of training in these modali- 
ties, economic barriers, and unsupportive cul- 
tural and family attitudes. 


MAJOR THEORIES FOR PREVENTION 


Psychoeducation, such as marriage education, a 
preventive approach, includes the use of didac- 
tic lectures, visual aids, handouts, and interac- 
tive discussions. It includes bibliotherapy and 
conferences, such as Smart Marriage. 


Marriage enrichment, another preventive 
approach, is a proactive systematic effort to 
improve the functioning of marital couples 
through a variety of means, such as structured 
exercises. There are more than two dozen 
enrichment organizations and programs 
worldwide. 


Some of the better-known marriage enrichment 
programs are Marriage Encounter; Association of 
Couples for Marriage Enrichment (ACME); Rela- 
tionship Enhancement; PREPARE/ENRICH; 
Training in Marriage Enrichment (TIME); Pre- 
vention and Relationship Enhancement Program 
(PREP); Couples Communication Program; 
SANCTUS; and Practical Application of Intimate 
Relationship Skills (PAIRS). 


MARRIAGE AND COUPLES THERAPY 


Major Theorists 


Major theorists of marriage and couples therapy 
include Susan Johnson, Richard Stuart, Frank 
Dattilio, Albert Ellis, and Robert Liberman. 


Therapeutic Approaches for 
Working with Couples 


Research indicates that couples therapy works. 
However, couples who come for therapy are 
doing so from a crisis rather than a developmen- 
tal standpoint. 


Primary reasons couples seek therapy are a lack 
of communication, financial stress, disagreement 
over priorities, and infidelity. 

All approaches to working with couples focus 
on marital quality—that is, how the relationship 
is functioning and how partners feel about that 
functioning. 


Assessing couple relationships is complicated. 
Therapies seek not only to assess, but also to 
deescalate negative reciprocity and build posi- 
tive interactions. 


Behavioral couple therapy (BCT) is based on the 
exchange/negotiation model of adult intimacy 
and focuses on increasing pleasing behaviors 
and teaching prosocial skills. 


BCT is strongly researched. 


Robert Liberman, a BCT practitioner, bases his 
approach on operant conditioning, social learn- 
ing, and communication theory. 


Richard Stuart’s couples therapy is based on an 
operant interpersonal approach and a quid pro 
quo formula. He utilizes contracts, caring days, 
positive risks, positive reciprocity, communica- 
tion skills training, and problem-solving skills. 


BCT works best with young couples who do not 
have a long history of marriage. 

Integrative behavioral couple therapy (IBCT) is a 
more recent form of behavioral couple therapy. 
It promotes acceptance of unresolvable prob- 
lems, as well as change, and is well researched. 


Cognitive-behavioral couple therapy (CBCT) is 
seen as more linear and is therefore underuti- 
lized more than any other couple therapy. 


Albert Ellis’s rational emotive behavior therapy 
(REBT) is an example of such a cognitive- 
behavioral approach. 

Besides Ellis’s theory, other CBCT approaches 
teach couples cognitive distraction, self-control 
strategies, and relapse prevention. 

Emotionally focused therapy (EFT) is a systematic 
approach to working with couples based on 


experiential and structural family therapy. It is based 
on attachment theory and seeks to foster the devel- 
opment of secure attachment styles in couples. 


EFT seeks to soften harsh emotions. It has a 
strong empirical base. 


INFIDELITY 


Infidelity is defined in a myriad of ways and can 
comprise a number of activities. 


Regardless of its form, unfaithfulness in marriage is 
common in American society, with rates of about 
25% to 50% of men and 10% to 25% of women. 


Risk factors associated with infidelity include 
gender, ethnicity, age, employment status, 
church attendance, and marital satisfaction. 


Underneath all of the categories of infidelity lie 
hurt and a sense of betrayal. 


Approaches for Treating Infidelity 


A couple’s culture must be taken into account 
when working on the issues of infidelity. 


Treatment for couples experiencing infidelity is 
relatively undeveloped. 


Spouses who are seeking to recover after an 
extramarital affair appear to go through three 
stages: (1) an emotional roller coaster of emo- 
tions, (2) a moratorium, and (3) trust building. 


There is debate about whether infidelity should 
be disclosed, with most therapists believing it 
should. 


Behavioral and cognitive-behavioral therapies 
that focus on new actions and the willful act of 
forgiveness appear to be effective in addressing 
issues surrounding infidelity. 

In working with couples where there has been 
infidelity, a therapist must always offer a couple 
hope that they can make it again as an entity. 


DIVORCE THERAPY, MEDIATION, 
AND COLLABORATIVE DIVORCE 


Only about one in four couples who seek a 
divorce seek professional help, and these cou- 
ples tend to wait an average of 6 years after seri- 
ous problems develop. 


There are a number of reasons for seeking a 
divorce, but most couples do not report a specific 
problem. 
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Divorce Therapy 


Divorce therapy is a part of marital therapy but with 
an emphasis on helping couples separate from 
each other physically, psychologically, and legally. 
Goals of divorce therapy include accepting the 
end of marriage, achieving a functional relation- 
ship with an ex-spouse, achieving reasonable 
emotional adjustment, coping with religious or 
spiritual angst, helping children from the mar- 
riage adjust, realizing one’s part in the divorce, 
using the crisis as an opportunity to learn, nego- 
tiating a reasonable legal settlement, and devel- 
oping healthy habits. 


Those divorcing should examine their families 
of origin and read appropriate literature. 


Techniques that are universally used in divorce 
situations are listening for feelings, placing a mora- 
torium on the word “you,” setting aside time to 
discuss troublesome issues, preventing the practice 
of bringing up the past, and using “I statements.” 


Family Mediation 


Mediation is the process of helping couples/ 
families settle disputes or dissolve relationships 
in a nonadversarial way. 


Skills associated with mediation include abilities 
to be cognitive, neutral, impartial, practical, and 
fair minded. 


Steps in the mediation process include taking a 
brief history of the couple/family and obtaining 
disclosure of assets, incomes, liabilities, and 
goals. Prioritizing choices is essential. 


Overall, mediation is less time consuming, costly, 
hostile, and stressful than legal divorce proceed- 
ings. It is also more productive and protects cli- 
ents and their records from public scrutiny. 


There are a number of associations to which 
family mediators belong. 


Collaborative Divorce 


Collaborative divorce is an intervention in which 
the couple and attorneys enter into a contract to 
work toward settlement without litigation. 


In this approach, many professionals, including 
mental health professionals, referred to as coaches, 
work collaboratively to prepare and support the 
divorcing couple throughout negotiations. 


CHAPTER 


Transgenerational 
Theories: 
Psychodynamic 
Family Theory 

and Bowen Family 
Systems Theory 


I walk thoughtfully down Beecher Road 
at the end of a summer of too little growth, 
the autumn wind stirring around me 
orange remnants of once green leaves. 
I am the son of a fourth-grade teacher 
and a man who excelled in business, 
a descendant of Virginia farmers 
and open-minded Baptists, 
the husband of a Connecticut woman, 
the father of hazel-eyed children. 
Youngest of three, I am a trinity: 
counselor, teacher, writer. 

Amid the cold, I approach home, 
midlife is full of surprises! 


Gladding, 1993a 


CHAPTER OVERVIEW 
From reading this chapter, you will learn about 


m The similarities and differences between psychodynamic family therapy and Bowen 
family systems therapy. 

m The major theorists, premises, techniques, roles of the therapist, processes, and 
outcomes of psychodynamic family therapy. 

m The major theorists, premises, techniques, roles of the therapist, processes, and 
outcomes of Bowen family system therapy. 

m The unique aspects of psychodynamic and Bowen approaches to family therapy. 
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As you read, consider 


m The roles you have observed parents and other family members playing in the life 
of a family’s development and functioning. 

m The part you believe defense mechanisms play in the life of a family and family 
members. 

m How important you believe differentiation of self is to family functioning. 

m How a genogram can help an individual, a couple, or a family. 


sychodynamic and Bowen family therapies began developing in the 1950s. Their 

founders—Nathan Ackerman, Ivan Boszormenyi-Nagy, and James Framo for the 

former and Murray Bowen for the latter— were known for their strong personalities 
and loyal followings. They originally were educated to utilize Sigmund Freud’s (1940) psy- 
choanalytic theory with individual clients. Indeed, the tenets of psychoanalysis are a 
shared source from which family therapies sprang. However, Ackerman, Nagy, Framo, 
and Bowen, because of their interests and circumstances, took liberties in applying Freud’s 
theory to families and stressed the development of interpersonal as well as intrapersonal 
relationships. 

This chapter examines the main aspects of these transgenerational theories. Psy- 
chodynamic or Bowen family therapists stress their distinctiveness in emphasizing spe- 
cific theoretical techniques and factors (e.g., who they are working with, as well as how 
and when treatment occurs). At the heart of treatment, from these viewpoints, is a belief 
that changes in families and their members occur best when the family is examined in the 
context of its history and development. Conscious and unconscious processes are collec- 
tively and individually the focus of therapeutic interventions. 


COMMON CHARACTERISTICS OF PSYCHODYNAMIC 
AND BOWEN FAMILY THERAPIES 


On the surface, psychodynamic and Bowen family therapies have much in common. This 
is particularly true in regard to numerous premises and beliefs. For instance, psychody- 
namic and Bowen family treatments are based on conceptual models that are compre- 
hensive in scope. They also apply techniques that have developed from both research 
and practice (e.g., Papero, 1990; Titelman, 1987). 

Another unifying feature that psychodynamic and Bowen family therapies share 
is the belief that in family therapy an emphasis should be placed on the fact that “the 
past is active in the present” (Smith, 1991, p. 24). These approaches stress the impor- 
tance of social and historical data in the lives of families. For example, early child- 
hood experiences (i.e., the past), whether or not consciously maintained, can have an 
impact on an individual and a family now (i.e., the present) and for years to come 
(i.e., the future). Initial experiences associated with bonding and connectedness are 
particularly relevant. The memories and patterns of interaction established during 
these moments continue to influence present levels of functioning in multiple ways 
(Gibson & Donigian, 1993). For example, a couple’s struggle over emotional and 
physical closeness might be a renewal of difficulties each had in forming relationships 
early in life. 
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A further common denominator of these theories is their focus on how intraper- 
sonal and interpersonal aspects of life affect each other. Basically, the way people relate 
to themselves influences how they interact with others. Similarly, the way in which peo- 
ple have been reacted to by others in the past affects how they perceive and treat them- 
selves. For instance, an 11-year-old girl who withdraws from social activities may be 
expressing her feelings about her inadequacy in a family and minimizing her risk of being 
ridiculed. 

Those associated with psychodynamic and Bowen family therapies have created 
their own specific descriptors of interactions as well. A number of phrases from each 
theoretical specialty characterize family dynamics. Psychodynamic theorists have 
coined terms such as marital schism, marital skew (Lidz, Cornelison, Fleck, & Terry, 
1957), pseudomutuality (Wynne, Ryckoff, Day, & Hirsh, 1958), relational ethics, invisible 
loyalties, family ledger, good enough mother, projective identification, and introjects to 
describe dynamics relationships within families. Bowen family therapists have crafted 
other words or phrases, such as differentiation, fusion, genogram, and emotional 
cutoff. 

A final premise these theories share is their view that change is usually gradual and 
requires hard work with a heavy investment of time and resources. Bowen, Nagy, Framo, 
and Ackerman were psychodynamically trained and did not let their theories stray far 
from an in-depth treatment perspective. Although Bowen family therapy may sometimes 
achieve good results in as few as 5 or 10 sessions, families using any of these approaches 
generally require as many as 20 to 40 sessions (Bowen, 1975). Members within families 
usually examine their relationships in regard to themselves and others before they risk 
trying new patterns of behavior. 


PSYCHODYNAMIC FAMILY THERAPY 


The psychodynamic approach to family therapy is based on psychoanalytic theory 
(Broderick & Weston, 2009; Flaskas & Pocock, 2009). However, psychodynamic family 
therapy encompasses more than traditional psychoanalytic theory applied to families. 
Instead, it is composed of a number of approaches that are offshoots of Freud’s basic 
tenets. 


MAJOR THEORISTS 


The most prominent professionals associated with psychodynamic family therapy are 
Nathan Ackerman, Ivan Boszormenyi-Nagy, James Framo, Theodore Lidz, Norman Paul, 
Donald Williamson, Robin Skynner, and Lyman Wynne. Ackerman is generally credited 
as the founder and most influential advocate of this approach to family therapy. 


Nathan Ackerman (1908-1971) 


Nathan Ackerman became a family therapist over an extended period of time. Initially, he 
was educated as a child psychiatrist and followed the traditional psychoanalytic approach 
of seeing one patient at a time. However, in the 1930s, Ackerman became interested in 
families and their influence on mental health and illness (Ackerman, 1937). This interest 
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was sparked by his observations about the effect of unemployment on men and their 
families in a mining town in western Pennsylvania and about how families seemed to 
change more rapidly when all members were interviewed together (Broderick & Schrader, 
1991). In his initial clinical work at the Menninger Clinic in Topeka, Kansas, he began 
treating whole families and sending his staff on home visits (Guerin, 1976). He was espe- 
cially interested in the psychosocial dynamics of family life and applying psychoanalytical 
principles to family units. 

In the 1950s and 1960s, Ackerman was even more heavily involved in his work with 
families and became the leading family therapist on the East Coast. He opened the Family 
Mental Health Clinic at Jewish Family Services in New York in 1957 and established the 
Family Institute in New York in 1960. In 1961, he became the cofounder of Family Process, 
the first journal in family therapy (Kaplan, 2000b). This publication, along with Ackerman’s 
earlier landmark text, The Psychodynamics of Family Life (1958), gave credibility and 
credence to the field of family therapy. Ackerman remained staunchly psychodynamic in 
outlook throughout his professional career. 

Ackerman made many contributions to the field of family therapy. His overall suc- 
cess as a therapist is especially noteworthy. Ackerman documented many of his sessions 
with families by publishing transcripts of them (Kaplan, 2000b). He was also an excellent 
theorist who made unique contributions to the literature in the field of family therapy 
through articulating arguments that were based on principles and filled with passion. His 
writings and practice documented the principles by which he operated. Finally, Ackerman 
had a strong, charismatic personality, which helped attract interest to what he was doing 
(Bloch & Simon, 1982). He was a fighter for what he believed in. “Innumerable minor 
skirmishes and border wars” that Ackerman engaged in “were never chronicled but clung 
to the man’s reputation like the leathery scars of an old warrior chief” (Bloch & Simon, 
1982, pp. xv-xvi). Overall, he has been described as feisty, brilliant, charming, a gadfly, 
and a “sturdy, cigar-chomping little man who did not waste his time on useless politeness” 
(Hoffman, 2002, p. 15). 

Ackerman influenced many psychodynamically oriented practitioners, as well as 
other professionals, to treat individuals and families together as a system. He did so in 
a variety of ways, one of which was to hypothesize that underneath the apparent 
unity of families there existed a layer of intrapsychic conflict that divided family mem- 
bers into factions (Nichols, 2013). Ackerman also helped open the field of psychoa- 
nalysis to nonmedical specialists by establishing the American Academy of Psychoanalysis 
in 1955. 

Ackerman defined the difference between family psychotherapy and psychoanalysis 
(Ackerman, 1962). His conceptualizations of families and presentations about them were 
creative and thought provoking. He published transcripts of family therapy sessions that 
contained interpretive comments in the margins such as, “Therapist contrasts father’s 
quiet way with Alice’s noisy aggressiveness” (Ackerman, Beatman, & Sherman, 1961, p. 
139). Ackerman is recognized as being the initiator of, or at least the one who empha- 
sized, such concepts as the scapegoat, tickling of defenses (i.e., provoking family mem- 
bers to open up and say what was on their mind), complementarity, focusing on strengths, 
and interlocking pathology. 

Nathan Ackerman was a leading pioneer in family therapy. His work ethic and sense 
of responsibility to family therapy advanced the field considerably. Unfortunately, his 
early death, at the age of 63 years, deprived the field of a crusader and innovative thinker. 
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PREMISES OF THE THEORY 


Psychodynamic family therapy is based on the classic work of Sigmund Freud, as inter- 
preted, modified, and applied to family life. Freud viewed human nature as one based on 
drives (e.g., sexuality and aggression). Mental conflict arises when children learn—and 
mislearn—that expressing these basic impulses will lead to punishment. Conflict is sig- 
naled by unpleasant affect: anxiety or depression. In other words, to resolve conflict, one 
of two actions must occur: there must be (1) a strengthening of defenses against a con- 
flicted wish or (2) a sufficient relaxation of defenses to permit some gratification. 

In addition to Ackerman, several other theorists and practitioners helped apply 
Freud’s individually focused approach to families, including Heinz Kohut (1977), 
James Framo (1981), and Ivan Boszormenyi-Nagy (1987). However, Ackerman took 
the lead by setting up a training and treatment center for this purpose, the Family 
Institute—now known as the Ackerman Institute for the Family in New York City 
chttp://www.ackerman.org/). This facility provided a place where professionals could 
come and observe his work. He also wrote prolifically on the diagnosis and treatment 
of families (e.g., Ackerman, 1958). As a psychodynamically oriented therapist, he initi- 
ated a new way of thinking about individuals and families and advocated that an 
accurate understanding of an individual’s unconscious requires an understanding of 
its context. One of the primary contexts is the reality of family interactions. The impor- 
tance of context in the treatment of families continued to be stressed by Boszormenyi- 
Nagy (1987). 

Ackerman (1956) connected family context and the unconscious in interlocking 
pathology, which explains how families and certain of their members stay dysfunctional. 
In an interlocking pathology, an unconscious process takes place between family 
members that keeps them together. If members violate the unwritten family rules, then 
the members either make a conscious decision to leave the family and become healthier 
or they are drawn back into the familiar family pattern by other members and continue to 
function in a less than ideal manner. For example, a young adult who has not adequately 
separated from his or her parents may move into an apartment. If the young adult gets an 
adequate job and makes new friends in his or her age group, he or she may avoid being 
pulled back into the family and may begin to establish a new identity and way of life. 
Otherwise, the inadequate separation will influence him or her to return to the parents 
physically, psychologically, or both. 

A more recent focus of psychodynamic theory is object relations theory (Framo, 
1992; Kohut, 1977; Scharff, 1989; Slipp, 1988). Object relations theory is the bridge 
between classical Freudian theory, with its emphasis on individual drives, and family 
therapy, with its emphasis on social relationships. An object is something that is loved, 
usually a person. The term object relations refers to “relations between persons involved 
in ardent emotional attachments. These attachments can exist in the outer world of reality 
or as residues of the past—that is, inner presences, often unconscious, that remain vigor- 
ous and very much alive within us” (Scarf, 1995, p. xxxvii). 

Through object relations theory, relationships across generations can be explained. 
According to this theory, human beings have a fundamental motivation to seek objects 
(i.e., people in relationships), starting at birth (Fairbairn, 1954; Klein, 1948). In this case, 
an object is a significant other (e.g., a mother during infancy) with whom children form 
an interactional, emotional bond. As they grow, children often internalize (interject) good 


Chapter 8 ° Transgenerational Theories 


and bad characteristics of these objects within themselves. These interjections over time 
form the basis for how individuals interact and evaluate their interpersonal relationships 
with others, especially those with whom they are close. 

This process of evaluation occurs at its deepest level through an unconscious pro- 
cedure known as splitting (Kernberg, 1976). In splitting, object representations are either 
all good or all bad. The result is a projection of good and bad qualities onto persons 
within one’s environment. Through splitting, people are able to control their anxiety and 
even the objects (i.e., persons within their environment) by making them predictable. 
However, the drawback to splitting is that it distorts reality. When splitting occurs, chil- 
dren (and later their adult selves) fail to integrate their feelings about an object (a person) 
into a realistic view (Hafner, 1986). For example, in a couple relationship each spouse 
might project unrealistic patterns of behavior onto the other. In addition to distorting the 
relationship, this type of projection causes conflict and confusion. Individuals who oper- 
ate in this way have trouble dealing with the complexity of human relationships and may 
be immature in their interactions (Kernberg, 1976; Kohut, 1971). 

The importance of object relations theory in family therapy is that it provides a 
way for psychodynamic clinicians to explain reasons for marital choices and family 
interaction patterns (Dicks, 1963; Framo, 1992). It stresses the value of working with 
unconscious forces in individuals and families beyond Freud’s metaphorical concepts 
of id, ego, and superego. Unconscious and unresolved early object relations that 
adults may bring into their marriage relationships can result in the development of 
dysfunctional patterns in which persons cling to each other desperately and dependently 
(Ackerman, 1956; Napier & Whitaker, 1978). These patterns keep repeating themselves 
until one or both spouses (or in some cases their children) become more aware, take 
actions to differentiate themselves from past objects, and learn to act in new and 
productive ways. 


Family Reflection: Object relations theory is more observable and concrete than Freud’s con- 
cepts of id, ego, and superego. How do you see this theory working at a family level? Do you 
think it adequately explains functional or dysfunctional patterns within families? 


TREATMENT TECHNIQUES 


In psychodynamic family therapy, considerable emphasis is placed on the unconscious, 
early memories, and object relations. The therapeutic techniques used include transfer- 
ence, dream and daydream analysis, confrontation, focus on strengths, life history, and 
complementarity. 


Transference 


Transference is the projection of feelings, attitudes, or desires onto a significant other 
such as a therapist (Levy & Scala, 2012). This technique is employed in individual analysis 
to help clients work through their feelings by viewing the therapist as a significant other 
with whom relationships are unresolved (Ellis, 2000). Transference is utilized in family 
therapy in order to understand dominant feelings within a family unit and delineate what 
emotions are being directed toward which people. 
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In cases in which transference occurs, clients in the family form a bond with the 
therapist and act toward the therapist as they would toward people with whom they are 
having difficulties. Thus, they benefit through the expression of pent-up emotion (i.e., 
catharsis) and self-discovery, insight, and the learning of new ways to interact. Family 
members who are angry at each other and frustrated with social service agencies might 
say to a family therapist such things as the following: 


° “I don’t see what good you are going to do us.” 

e “What's the use of talking to you?” 

e “I’m really mad that this family is going down the tubes and all we’re doing is talking 
to you. When are we going to get some real help?” 


By treating these statements in a nondefensive and understanding way, the family 
therapist can help a family get through dealing with unproductive emotions and move 
toward the task of working on important issues in their lives. 


Dream and Daydream Analysis 


The objective of having family members discuss their dreams or daydreams is to analyze 
what needs within the family are not being met. If a father has a recurring dream of being 
abandoned on a desert island, he may be expressing a need for greater affiliation with 
family members. Strategies are then developed to meet members’ deficits. In the case of 
the father, family outings or dinners could be planned to help tie the father closer to other 
members in a pleasant way. 

Dream and daydream analysis may be quite useful for some families in helping them 
see areas that need attention. However, dream analysis can become problematic and dif- 
ficult to handle if the number of family members participating is large. 


Confrontation 


In confrontation procedures, the therapist points out to families how their behaviors con- 
tradict or conflict with their expressed wishes (Ackerman, 1966). A father who protests 
that he wishes to spend more time with his wife and children, yet who continues to work 
late at his office on a consistent basis, may be confronted by the therapist as follows: 


George, I see you voluntarily working at your business all hours of the night and day. 
Yet, I hear you want to spend more time with your family. Help me understand what 
you are doing to get what you say you want. 


The idea behind confrontation is to help family members become more aware 
of what they are doing and to change their strategies for coping and becoming 
functional. 


Focusing on Strengths 


As with other therapeutic endeavors, psychodynamic family therapists are aware that 
most families come to treatment because they are focused on perceiving and dealing with 
weaknesses in themselves and their families. By concentrating on strengths, family thera- 
pists help change the family’s focus. 


Chapter 8 ° Transgenerational Theories 


The therapist may also point out to a family that they all seem quite willing and 
capable of breaking past patterns of interaction by saying, for example, 


I've heard from each of you how you would like for your family to work. Bill, Im 
impressed with your strong commitment to doing whatever it takes. Sue, I’m equally 
struck by the fact that you’ve stated you're willing to make any sacrifice necessary for 
the family to run more smoothly. Likewise, Chip, even though you're only 14 years old, 
Tm aware that you’re mature and willing to work with your parents to bring about 
needed changes. 


As a consequence of focusing on strengths, structured activities can be designed to 
promote cooperation and break dysfunctional patterns of behaving. For example, a fam- 
ily can be asked to plan an event that will utilize the abilities of all family members. 


Life History 


By taking and assessing a family’s life history, psychodynamic family therapists can report 
present and past patterns of interaction within the family. This process also affirms to 
family members that they are valued and accepted regardless of their backgrounds. Tak- 
ing a family life history promotes trust in the therapist and also provides family members 
with insight. The history can be written in a narrative or an abbreviated form. 


Complementarity 


Complementarity is the degree of harmony in the meshing of family roles. For example, 
if a husband and wife agree that her role should be planning the family budget and his 
balancing the checkbook, they have established a complementary relationship in regard 
to financial roles. When roles dovetail, as in this example, family life is likely to be satis- 
factory. One task of the therapist is to help family members provide and receive satisfac- 
tion from their relationships. It may mean asking members what they want and what they 
are willing to do in return. 


Interpretation 


Interpretation involves bringing unconscious conflicts between family members into con- 
sciousness (Broderick & Weston, 2009). For example, if a sister harbors jealousy of her 
brother’s privileges but never voices that feeling during family therapy but instead belit- 
tles him for not being more competent, the therapist may simply state that it seems that 
the girl wishes she had the boy’s opportunities, for she would be more proficient in all 
she did. While interpretation may not completely resolve conflicts, it takes the covert 
nature out of the discord and allows family therapy to progress in a more straightforward 
way by increasing the insight of family members into how the past is continuing to affect 
the present. With this insight the family as a whole can solve its present conflicts effec- 
tively without being weighted down by the past. 


Family Reflection: The psychodynamic joke on interpretation is that if you arrive at an appointment 
early, you are anxious; arrive late, you are angry; and arrive on time, you are obsessive compulsive. 
How do you imagine a family therapist can make an interpretation without pathologizing a family 
or family members? Try doing an interpretation for the sibling situation mentioned previously. 
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ROLE OF THE THERAPIST 


In psychodynamic treatment, the therapist plays several roles. One is that of a teacher. It is 
crucial that family members understand that influences in their past, especially unconscious 
ones, have an impact on them now. Therefore, it is essential that family members learn basic 
psychoanalytic terms and how these terms apply on a personal and interpersonal basis. 

A second role the therapist might play is that of a “good enough mother” 
(Winnicott, 1965). A good enough mother is one whose infant feels loved and cared 
for and is able to develop trust and a true sense of self. This role might call for the 
therapist to actually nurture the family member by providing encouraging behaviors 
that were absent at earlier developmental stages. In this role, the therapist might involve 
family members in interactions with one another that help them make up for past defi- 
cits. This behavior could take the form of anything from pats on the back to the giving 
of compliments. 

A final role the psychodynamic therapist might play is that of a catalyst who moves 
into the “living space” of the family and stirs up interactions. Ackerman (1966) was a mas- 
ter of engaging families in this manner. The result was that families in treatment would 
often have a meaningful emotional exchange. In the role of a catalyst, the therapist acti- 
vates challenges, confronts, sometimes interprets, and helps integrate family processes. 
Such a role requires high energy and stamina. 

In fulfilling any of these roles, but especially the last one, the therapist must be careful 
to emphasize family as well as individual interactions. It is crucial that family members have 
extensive and free-flowing interchanges and that the therapist does not become overly 
involved or central in the process. Such a stance is easier to describe than to implement. 


PROCESS AND OUTCOME 


A major goal of psychodynamic family therapy is to free family members of unconscious 
restrictions. This outcome is sometimes achieved through the therapist’s interpretation of 
events and insight on the part of family members regarding events. Interpretation is best 
offered by the therapist at a preconscious level, that is, on material that family members are 
almost aware of. When insights are achieved in such an endeavor, they must be worked 
through, that is, translated into new and more productive ways of behaving and interacting. 

Once unconscious restrictions are worked through, family members are able to inter- 
act with one another as whole, healthy persons on the basis of current realities rather than 
unconscious images of the past. When this goal is achieved, the results are usually mani- 
fested in changes that are described by the term differentiation of self. The idea behind 
differentiation is that individuals have reached a level of maturity at which they can balance 
their rational cognitive and emotional selves and can separate themselves from others in a 
nonanxious way. When this dynamic occurs, family members can interact thoughtfully as 
persons. They can participate in the family fully and can also be themselves. Furthermore, 
they do not get caught up in dysfunctional interactions with other family members. 

Sometimes the achievement of differentiation is not possible. The therapist can then 
opt for crisis resolution, which is similar to that of other treatment modalities and basi- 
cally involves a reduction in symptoms. Therapists focus more on supporting defenses 
and clarifying communication than on analyzing defenses and uncovering repressed 
needs and impulses. 
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UNIQUE ASPECTS OF PSYCHODYNAMIC FAMILY THERAPY 
Emphases 


A major emphasis of psychodynamic family therapy is that it concentrates on the potency 
of the unconscious in influencing human behavior. How the unconscious influences 
interpersonal and intrapersonal relationships, such as those found in marital and family 
living, is a focus. This method of treatment can increase family members’ awareness of 
how forces within themselves and others, such as invisible loyalties to their parents, 
either bring them closer to each other or influence their distancing (Boszormenyi-Nagy & 
Spark, 1973). 


Family Reflection: I have always had an invisible loyalty to my maternal grandfather, after 
whom I was named. He was a minister and quite a brave and good man. What invisible loyalties 
do you have to members of your family, living or dead? How are they manifested? 


The psychodynamic approach examines basic defense mechanisms and the part 
they play in family relationships. This is a unique contribution to the literature on family 
dynamics and helps make interactions among some family members more understanda- 
ble (Skynner, 1981). For example, abused children who stay loyal to their parents may be 
seen from this perspective as employing the Freudian defense mechanism of identifica- 
tion with the aggressor (see Table 8.1). 


TABLE 8.1 Basic Psychoanalytic Defense Mechanisms 


Repression The most basic of the defense mechanisms, repression is the unconscious 
exclusion of distressing or painful thoughts and memories. All other 
defense mechanisms make some use of repression. 


Denial In this process, a person refuses to see or accept any problem or troublesome 
aspect of life. Denial operates at the preconscious or conscious level. 

Regression When individuals are under stress, they often return to a less mature way of 
behaving. 

Projection Instead of stating what a person really thinks or feels, he or she attributes an 


unacceptable thought, feeling, or motive to another. 


Rationalization This defense mechanism involves giving an “intellectual reason” to justify a 
certain action. The reason and the action are only connected in the person's 
mind after the behavior has been completed. 


Reaction When an individual behaves in a manner that is just the opposite of how he 

Formation or she feels, it is known as a “reaction formation.” This type of behavior 
is usually quite exaggerated, such as acting especially nice to someone 
whom one dislikes intensely. 


Displacement This defense is a redirection of an emotional response onto a “safe target.” 
The substitute person or object receives the feeling instead of the person 
directly connected with it. 


Source: S. T. Gladding, Group Work: A Counseling Specialty, 3rd ed. Upper Saddle River, NJ: Prentice-Hall, 
1991:344. © 1991. Reprinted by permission of Prentice-Hall, Inc. 
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A third novel aspect of psychodynamic family therapy is its emphasis on historical 
origins of dysfunctions and the treatment of persons and families so affected. By working 
with a family or an individual, therapists get to the roots of problems formulated in child- 
hood. They can then help families resolve troublesome issues by exploring past ways the 
family, as a unit, acted during troublesome times. 

Finally, psychodynamic family theory, especially object relations, helps explain how 
persons form attachments and how family members function as a result. This emphasis 
on the genesis of family relationships is something no other approach to working with 
families explores in as much depth. 


Comparison with Other Theories 


As opposed to most family therapies, psychodynamically oriented family therapy is more 
linear than not, seeking to make the unconscious conscious. It focuses on cause-and- 
effect interactions. This quality of the theory has resulted in criticism. Although Ackerman 
and others attempted to make psychodynamic theory applicable to family systems, they 
only partially succeeded. Too often this type of treatment is either limited to an individual 
or not broadened to family life (Perosa, 1996). In addition, while this approach may be 
help a Western, individuated client deal better with conflict, it may be counterproductive 
with clients who possess a collective identity, such as Arab Muslims, for whom the revela- 
tion of unconscious conflicts may lead the client to confront a harsh struggle with the 
family (Dwairy, 2009). 

A second comparison of psychodynamic family therapy to other approaches is in its 
expense in regard to financial and time commitments. Psychodynamically based 
approaches are demanding in the investment they require of their participants. Individu- 
als and families must be prepared to explore the roots of their difficulties, including early 
childhood-parent interactions. Most cannot afford to take the time or pay the price. 

A third comparison that can be made between psychodynamic family therapy and 
other approaches is that psychodynamic treatment generally requires higher-than-average 
intellectual ability. Psychodynamic theory may not be appropriate for families that are 
concrete in handling situations or become impatient with the abstract. These families 
want immediate results and cannot cope well with abstract concepts, such as the uncon- 
scious. 

Compared with most family therapy approaches, especially recently developed 
ones, psychodynamic treatment lacks empirical research (Shields, Wynne, McDaniel, & 
Gawinski, 1994). Instead, psychoanalysis has a strong preference for nonempirical and 
nonquantitative studies such as case examples. This emphasis “has contributed to the 
near demise of psychoanalysis as a recommended therapy” (Shields et al., 1994, p. 121). 


CASE ILLUSTRATION 


The Ferrado Family 


Family Background 

Felicia Ferrado is a 39-year-old single parent with a 13-year-old daughter, Gloria, and an 
11-year-old son, Juan. She has been divorced for 5 years, and was married for 10 years 
before her divorce. Her husband, Roberto, kept in touch with the children for about 2 years 
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after the divorce, but then moved to a distant city and last year quietly remarried. The chil- 
dren hear from him only at Christmas, when he sends them each a present and a card. 

Felicia works as an executive assistant to a vice president of a major local employer. 
Previously, she was on the company assembly line, so she appreciates her position 
because of its greater benefits and flexibility. Yet, she resents having to dress well for the 
job and occasionally stay late at the office to finish reports. She feels she is losing touch 
with her children because of her work responsibilities. 

Recently, Juan started using profanity and being disrespectful to his mother and 
sister. He does a poor job on family chores such as cutting the grass. He has begun to 
hang out after school with a group of boys Felicia considers undesirable. Gloria, on the 
other hand, is making good grades in school and working especially hard to please her 
mother by doing extra tasks that Felicia does not have time for, such as sweeping the 
walk. Felicia is angry with Juan and proud of Gloria. She is worried that both children 
may get stuck in patterns that will ultimately not benefit them. She is particularly con- 
cerned about Juan. 


Conceptualization of Family: Psychodynamic Perspective 


At an unconscious level, this family appears to be enacting roles that are noncomplemen- 
tary. Felicia and Gloria are acting out heroine roles; Juan is the rebel. Underneath all of 
their public behaviors are feelings, most likely anger, about their life condition and the 
desertion of their father, Roberto. Juan is playing the role of the scapegoat to bring the 
family into treatment. Of interest, all members of the family are seeking some social inter- 
action, either with other family members G.e., Gloria and Felicia) or with a group (i.e., 
Juan and his gang). Defense mechanisms, such as sublimation by Gloria, are also evident. 


Process of Treatment: Psychodynamic Family Therapy 


To help the family, a psychodynamic therapist need not bring all members of the present 
family into treatment. However, to understand the family thoroughly, it would be benefi- 
cial to have all members present, including Roberto, if he would agree to come. After 
taking time to join with the family, a therapist should take a history of the family up to 
and after the time of the divorce. Nodal points in the family’s history before and after that 
time should be assessed. In taking the family history, the therapist should observe the 
similarities and discrepancies voiced by the members of the family and the feelings asso- 
ciated with particular events, people, and times. 

From this point on, a psychodynamic therapist has several choices. First, the thera- 
pist can try to get family members to engage in transference and ventilate their feelings 
about their situation and themselves. Through such a collective process, catharsis could 
be promoted. Second, the therapist can look for and utilize opportunities to confront fam- 
ily members in regard to their present behaviors and the behaviors they claim they want. 
This type of confrontation may be especially helpful to Juan because of the nature of his 
aggressive actions. Such a confrontation starts with the therapist saying, “Juan, I hear you 
really want to be close to others, such as your mother and sister. Yet, I notice you are 
cursing at them and staying away from them. Help me understand how what you are 
doing is helping you.” 

A third option for the therapist is to examine cultural and unique family/individual 
patterns related to the current crisis. Psychodynamic theory is not culturally specific, but 
a therapist should view a family in light of its cultural background regardless of the theory 


233 


234 


Part 2 * Therapeutic Approaches to Working with Families 


being utilized. The Ferrados are Hispanic/Latino, and, as pointed out in an earlier chap- 
ter, there are general cultural influences that impact family life from this tradition. 

A fourth option that may come up immediately, later, or concurrently through treat- 
ment is exploring the unconscious. It is the task of a psychodynamically oriented family 
therapist to help family members delve into themselves intrapersonally as well as inter- 
personally. Unconscious material may surface and can be handled by engaging in dream 
analysis or dealing with memories. The idea is that by handling aspects of the uncon- 
scious, family members will gain insight into themselves and others. They can then use 
this knowledge to change their behavior. 

Overall, a psychodynamic therapist’s work with families, such as the Ferrados, is to 
identify and utilize individual and family unit strengths. It is hoped that, through the 
therapeutic process, unconscious aspects of family life that keep members apart will sur- 
face and be resolved. 


BOWEN FAMILY THERAPY 


Bowen family therapy has the distinction of being among the first, if not the first, sys- 
temically based approaches for working with families. It has a historical overtone and is 
referred to often as Bowen family therapy and sometimes as natural systems theory 
(Reiter, 2014). Despite its emphasis on family history, it is simultaneously geared toward 
the present. 


MAJOR THEORISTS 


Murray Bowen and Michael Kerr have been the chief architects and advocates of Bowen 
family therapy. However, the major originator of this approach was Murray Bowen, who 
formulated the ideas that resulted in a distinct theory of family therapy. The theory and its 
techniques have been popularized by authors such as McGoldrick (2011; The Genogram 
Journey) and Friedman (1985; Generation to Generation: Family Process in Church and 
Synagogue). 


Murray Bowen (1913-1990) 


The oldest of five children, Murray Bowen grew up in a tightly knit family that for several 
generations resided in a small town in Pennsylvania. As an adult, Bowen moved away 
and kept a formal distance from his parents. He maintained family relations at a comfort- 
able but superficial level. Bowen, like Nathan Ackerman, was a psychiatrist who became 
interested in working with families while employed at the Menninger Clinic. As early as 
1951, he began to require that mothers of disturbed children live in the same hospital set- 
ting as their offspring (Guerin, 1976). From this experience, he became interested in 
studying “mother-patient symbiosis’”—the intense bond that develops between a parent 
and child that does not allow either person to differentiate himself or herself from the 
other (Bowen, 1960, 1961). 

In 1954, Bowen moved to join Lyman Wynne at the National Institute of Mental 
Health (NIMH) in Bethesda, Maryland, where he continued to be involved in studying the 
dynamics of families with schizophrenic children. As a part of the treatment, Bowen 
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worked with the research team at NIMH on a pilot project to hospitalize and treat all 
members of such families. He recognized that the characteristics exhibited by a schizo- 
phrenic family were similar to symptoms in many dysfunctional families. A few years 
later, he moved to Georgetown University in Washington, D.C., where he researched 
family dynamics and continued to develop his therapeutic approach until his death. 

During his years at Georgetown, especially in the 1970s, Bowen completed his most 
productive personal and professional work. Personally, he detriangulated himself from 
his parents by returning home and reacting cognitively and neutrally to a number of emo- 
tional issues family members presented to him (Anonymous, 1972). Professionally, he 
clarified his theory (Bowen, 1978); began the Georgetown Family Center Symposium; 
expanded the Georgetown Family Center to new, off-campus quarters; and initiated the 
founding of the American Family Therapy Academy (AFTA), “in order to restore a 
serious research effort in family therapy” (Wylie, 1991, p. 77). 


PREMISES OF THE THEORY 


For Bowen, therapy and theory are part of the same fabric and cannot be separated with- 
out doing a disservice to each. Bowen preferred to think of himself as a theorist. He saw 
himself as one who stood alone in conceptualizing “the family as a natural system . . . 
which could only be fully understood in terms of the fluid but predictable processes 
between members” (Wylie, 1991, p. 26). Bowen was a scientist in search of universal 
truths. “Bowen theory constantly strives to make continuous what other theories 
dichotomize” (e.g., nature/nurture, male/female, and physical illness/emotional illness) 
(Friedman, 1991, p. 136). However, Bowen’s writings about the continuity and connec- 
tion between theory and therapy have been criticized for their complex and convoluted 
nature (Kaplan, 2000b). 

Bowen was influenced by events in his life history, especially his difficulties with his 
family of origin. Thus, his personal situation had a major impact on what he proposed 
(Anonymous, 1972; Papero, 1991). Basically, Bowen stated that unless individuals exam- 
ine and rectify patterns passed down from previous generations, they are likely to repeat 
these behaviors in their own families (Kerr, 1988, 2003). The possibility of repeating cer- 
tain behaviors in interpersonal relations is particularly likely if family members, especially 
between the generations, are characteristically either emotionally overinvolved (.e., 
fused) with each other or emotionally cut off (psychologically or physically) from each 
other. Bowen concerned himself with the family’s emotional system. 

A key element of Bowen family therapy is “that there is a chronic anxiety in all of 
life that comes with the territory of living” (Friedman, 1991, p. 139). This anxiety is both 
emotional and physical and is shared by all protoplasm. Some individuals are more 
affected than others by this anxiety “because of the way previous generations in their 
families have channeled the transmission” of it to them (Friedman, 1991, p. 140). 

If anxiety remains low, few problems exist for people or families. In such cases, the 
family emotional system is undisturbed. However, in the midst of anxiety, some predict- 
able patterns occur. According to Greene, Hamilton, and Rolling (1986, p. 189), 


Lower scale [undifferentiated] people are vulnerable to stress and are much more prone 
to illness, including physical and social illness, and their dysfunction is more likely to 
become chronic when it does occur. Higher scale people can recover emotional equi- 
librium quickly after the stress passes. 
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To address chronic anxiety and emotional processes in families and society, Bowen 
emphasized eight basic concepts that are interrelated and logically connected. Through 
understanding these concepts, a therapist understands and successfully treats a family. 
These basic concepts are as follows (Bowen, 1978; Gilbert, 2006; Kerr, 1981, 2003): 


° Differentiation of self. 

e Nuclear family emotional process. 
e Bowen transmission process. 

e Family projection. 

° Triangles. 

e Cutoffs. 

° Sibling position. 

° Emotional process in society. 


Differentiation of self refers to the ability of persons to distinguish themselves 
from their family of origin at an emotional and intellectual level, as well as to balance the 
intrapsychic and interpersonal dimensions of the self (Bowen, 1978; Gubbins, Perosa, & 
Bartle-Haring, 2010). “A person’s best thinking and functioning comes from being able to 
understand and use facts” rather than relying on emotions and feelings (Nims & Duba, 
2011, p. 83). There are two counterbalancing life forces: togetherness and individuality. 
People vary as to the level of self-differentiation that they achieve at any one time, and 
the concept itself denotes a process (Bowen, 1965). In individuals, as well as in couples, 
higher levels of differentiation are predictive of lower distress and greater well-being 
(Bartle-Haring & Lal, 2010). 

Bowen hypothesized that most people do not reach a true differentiation of self 
until at least age 25 years (Kerr & Bowen, 1988). The level of differentiation is on a con- 
tinuum, from autonomy at one end (which signals an ability to think through a situation 
clearly) to undifferentiated on the other end (which implies an emotional dependency 
on one’s family members, even if one is living away from them). This relationship is 
described as being fused, but was originally conceptualized as an undifferentiated 
family ego mass (Bowen, 1965). 

Whether persons differentiate from their family of origin or how they differentiate is 
connected with the nuclear family emotional process, that is, with the emotional 
forces in families that operate over the years in recurrent patterns such as becoming dis- 
organized or chaotic during a crisis. “Theoretically, at least four factors influence a per- 
son’s level of differentiation” (Tuason & Friedlander, 2000, p. 27) and thus the nuclear 
family’s emotional process: 


° Emotional reactivity (feelings overwhelm thinking, thus drowning out individuation). 

e Cutoff (members of a family avoid each other, either physically or psychologically, 
because of an unresolved emotional attachment). 

e Fusion (the merging of intellectual and emotional functions so that an individual 
does not have a clear sense of self and others). 

e The ability to take an “I” position (to make statements that express feelings and 
thoughts in a personal and responsible way that encourages others to express their 
opinions). 


It is through the process of differentiation that families and the individuals in them change 
(see Figure 8.1). 


Chapter 8 ° Transgenerational Theories 237 


Poor Moderate Moderate-Good Good 
Differentiation Differentiation Differentiation Differentiation 


FIGURE 8.1 Bowen’s continuum of self-differentiation. 
Drawing by Lindsay Berg. Copyright 2013. 


In a fused situation, family members may exhibit dysfunctional behaviors such as 
bulimia (an eating disorder). In these cases, family therapists should try to help family 
members (usually young women) increase their degree of self-differentiation. Procedures 
that are sometimes used include providing assertiveness training, building healthier fam- 
ily boundaries, enhancing cognitive communication skills, and finding new coping behav- 
iors for stress (Levy & Hadley, 1998). 

Coping strategies and patterns of coping with stress tend to be passed on from gen- 
eration to generation, a phenomenon known as the Bowen transmission process. 
Families that present a problem have had the forces of several generations shaping and 
carrying the symptom. Bowen (1976) theorized that in marriage people tend to select 
partners at their own level of differentiation (Bowen, 1976). His hypothesis has been sup- 
ported, as a number of studies have found “a strong, positive relationship between dif- 
ferentiation and marital quality” (Miller, Anderson, & Keala, 2004, p. 457). 

Spouses with equally high levels of identity are able to establish and maintain clear 
individuality “and at the same time to have an intense, mature, nonthreatening, emotional 
closeness” (Bowen, 1965, p. 220). Research shows that couples who are less emotionally 
reactive, cut off, or fused and are able to relate from an I-position “experience the great- 
est levels of marital satisfaction” (Skowron, 2000, p. 233). This is particularly true if the 
male partner remains emotionally present and available. On the other hand, spouses with 
equally low levels of differentiation have difficulty establishing intimacy because they 
have only a pseudo individuation/pseudo self, that is, a “pretend” self (Kerr, 1988, 
p. 43). The pseudo selves fluctuate according to situations and usually result in the fusion 
of these selves into a “common self with obliteration of ego boundaries between them 
and loss of individuality to the common self” (Bowen, 1965, p. 221). Couples tend to 
produce offspring at the same level of differentiation as themselves, a process Bowen 
describes as family projection (Kilpatrick, 1980). 

To rid themselves of anxiety, spouses who are low on differentiation of self 
keep an emotional distance from each other. When distance cannot be kept and 
anxiety becomes too great, it is frequently manifested in one of four ways: (1) marital 
conflict, (2) symptoms in a spouse, (3) focus on or projection of the problem onto the 
children, or (4) emotional cutoff (David, 1979; Kerr & Bowen, 1988). 

Bowen family therapists look for triangles when working with couples. Triangles 
can occur between people or between people and things. They consist of a state of calm 
between a comfortable twosome and an outsider (Anonymous, 1972). A triangle is “the 
basic building block of any emotional system and the smallest stable relationship system” 
(Kilpatrick, 1980, p. 168). Some triangles are healthy; others are not. In the latter case, 
triangles are a frequent way of dealing with anxiety in which tension between two per- 
sons is projected onto another object (Bowen Center, 2013a). The original triangle is 
between a child and parents. In stressful situations, anxiety spreads from one central tri- 
angle within the family to interlocking triangles outside the family, especially in work and 
social systems (Kerr, 1988). 


2 


238 


Part 2 * Therapeutic Approaches to Working with Families 


Family Reflection: What triangles do you recognize in the extended family in which you grew 
up or in families that you know now? How are they displayed? What triangles have you seen in 
other families? 


Given this background, it is understandable why Bowen family therapists work to 
help people, especially couples, separate their feelings from their intellect and, in the 
process, engage in detriangulation. They do this by asking questions about thoughts 
and constructing a type of family tree (which is explained later) called a Bowen geno- 
gram (McGoldrick, 2011). They also give homework assignments that require individuals 
to visit their families in order to learn through questioning (Bowen, 1976). 

Furthermore, Bowen therapists examine cutoffs in families. As mentioned earlier, 
cutoffs occur when individuals distance themselves from their families physically or psy- 
chologically in order to manage their unresolved emotional issues with parents, siblings, 
and other family members by reducing or totally cutting off emotional contact with them. 
Emotional contact can be reduced by people moving away from their families and rarely 
going home, or it can be reduced by people staying in physical contact with their families 
but avoiding sensitive issues. Relationships may look “better” if people cut off to manage 
them, but the problems are dormant and not resolved. Individuals reduce the tensions of 
family interactions by cutting off but risk making their new relationships too important 
(Bowen Center, 2013b). Persons who are cut off from their families of origin will look 
more to their friends or family of origin to meet their needs. In the process, they may 
pressure these individuals to act in certain ways that may strain or estrange them. 

Sibling position is the seventh of the eight basic concepts Bowen emphasized. 
People can develop fixed personality characteristics based on their functional birth order 
in the family (Toman, 1961). The more closely a marriage replicates a couples’ sibling 
positions in the family of origin, the better are the chance for success. For example, if a 
youngest son marries an oldest daughter, both have much to gain from the arrangement 
because the youngest son will most likely enjoy “being taken care of,” and the oldest 
daughter will probably enjoy “taking care of” someone. 

By examining the processes just mentioned, family members gain insight and under- 
standing into the past and are freed to choose how they will behave in the present. Simi- 
larly, Bowen family therapists may lead family members into gaining a perspective on 
how well society as a whole is doing, that is, the emotional processes in society (Bowen 
Center, 2013c). A society may either progress or regress. If a society is under too much 
stress—for example, from rapid population growth or steep economic decline—societal 
regression will occur because of too many toxic forces countering the tendency to 
achieve differentiation. In a societal regression, people act to relieve the anxiety of the 
moment rather than act on principle and a long-term view (Bowen, 2013c). 


A regressive pattern began unfolding in society after World War II. It worsened some 
during the 1950s and rapidly intensified during the 1960s. The “symptoms” of societal 
regression include a growth of crime and violence, an increasing divorce rate, a more 
litigious attitude, a greater polarization between racial groups, less principled decision 
making by leaders, the drug abuse epidemic, an increase in bankruptcy, and a focus 
on rights over responsibilities. . . . Bowen predicted that the current regression would, 
like that of a family in a regression, continue until the repercussions stemming from 
taking the easy way out on tough issues exceeded the pain associated with acting on 
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a long-term view. He predicted that this will occur before the middle of the twenty-first 
century and should result in human beings living in more harmony with nature (Bowen 
Center, 20130). 


TREATMENT TECHNIQUES 


Bowen family therapy focuses on the promotion of differentiation (in regard to self/family 
and intellect/emotion) (Kolbert, Crothers, & Field, 2013). This approach is not technique 
oriented, because of the tendency to get caught up in and overpowered by particular 
techniques at particular times. However, among the techniques most often employed are 
using genograms, going home again, detriangulating, engaging in person-to-person rela- 
tionships, differentiating self, and asking questions. 


Genograms 


A genogram is a visual representation of a person’s family tree depicted in geometric 
figures, lines, words, and sometimes pictures (Cook & Poulsen, 2011; Sherman, 1993) 
(see Figure 8.2). It “resembles a ‘family tree’ however the information gathered includes 
both the simple structure of the family and the emotional patterns and processes present 
in the nuclear and extended family system” (Platt & Skowron, 2013, p. 35). Genograms 
include information related to at least three generations of a family and its members’ rela- 
tionships with each other. A genogram helps people gather information, hypothesize, and 
track relationship changes in the context of historical and contemporary events (Dunn & 
Levitt, 2000). “From this simple diagram, counselors and clients alike are able to view 
simultaneously family composition, gender, age, ethnicity, dates of birth, marriages, 
divorces, deaths, and other important family events” (Frame, 2000, p. 69). 

The tangibility and nonthreatening nature of making a genogram helps family clini- 
cians gather a large amount of information in a relatively short period of time. Further- 
more, genograms can increase “mutual trust and tolerance” among all involved in their 
construction (Sherman, 1993, p. 91). Bowen family therapy “advises people to go ‘back, 
back, back; and up, up, up’ their family tree to look for patterns, ‘recycling,’ getting not 
just information but a feel for the context and milieu that existed during each person’s 
formative years” (White, 1978, pp. 25-26). This process promotes the shift from emotional 
reactivity to clear cognitions. 

Genograms can be color coded to indicate everything from substance abuse to 
forms of spirituality (Frame, 2000). Miniature toys, such as figurines and animals, also can 
be used to represent family members in creative and imaginary ways as family history is 
explained (Weston, 2009). The inclusion of family photographs may allow therapists to 
become more attuned to a couple’s or family’s needs and subjective experience (Cook & 
Poulsen, 2011). Genograms can also be multicultural in nature and include an assessment 
of worldview and cultural factors that influence the behaviors of family members (Thomas, 
1998). For example, they have even be used as “an intervention to help Mexican immi- 
grants identify traditional resources that they can modify or adapt for success in a new 
culture” (Yznaga, 2008, p. 159). 

Data in a genogram are scanned for the following: 


1. “Repetitive patterns,” such as triangles, cutoffs, and coalitions. 
2. “Coincidences,” such as the death of members or the age of symptom onset. 
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3. “The impact of change and untimely life cycle transitions,” such as off-schedule 
events (i.e., major life events, such as marriage, death, and the birth of children, 
occurring at a different time than is the norm) (McGoldrick, 2011). 


Contemporary clinicians have combined genograms with other approaches. Practi- 
tioners now use genograms to examine intimacy, treat alcoholism, work with stepfamilies, 
help families resolve issues related to loss, identify solutions and family strengths, work 
with older clients, work with children and adolescents, supplement individual counseling 
with client self-help, and explore sources of influence and values in career counseling 
(Magnuson & Shaw, 2003). A popular Internet-based program for constructing genograms 
is GenoPro (http://www.genopro.com). 


Going Home Again 


In going home again, the family therapist instructs the individual client or family members 
to return home in order to get to know their family of origin better (Bowen, 1976). The 
idea behind this technique is that with this type of information, individuals can differenti- 
ate themselves more clearly. Such a process allows persons to operate more fully within 
all family contexts of which they are a part. Before returning home, clients may need to 
practice learning how to remain calm (Bowen, 1976). 


Detriangulation 


The concept of detriangulation involves “the process of being in contact and emotionally 
separate” (Kerr, 1988, p. 55). It operates on two levels. At one level, a person resolves his 
or her anxiety over family situations and does not project feelings onto another. At a sec- 
ond level, Bowen therapists help individuals separate themselves from becoming a focus 
when tension or anxiety arises in the family. Through this procedure, persons do not 
become targets or scapegoats for others who may be overcome with anxiety. If a person 
who is usually triangled stays rational during times of emotional stress, he or she seldom 
becomes the attention of two other people (Bowen, 1972). At both levels, families and 
their individual members are free to voice their concerns and try out new ways of acting. 


Person-to-Person Relationships 


In person-to-person relationships, two family members “relate personally to each other 
about each other; that is, they do not talk about others (triangling) and do not talk about 
impersonal issues” (Piercy & Sprenkle, 1986, p. 11). For instance, a father may say to his 
son, “Your actions remind me of myself when I was your age.” In return, the son may 
say, “I really don’t know much about you when you were a boy. Tell me about what you 
did and how you felt when you were my age.” Such a process helps promote individua- 
tion (autonomy) and intimacy. 


Differentiation of Self 


“Differentiation of self has to do with the degree to which a person is able to distinguish 
between the subjective feeling process and the more objective intellectual (thinking) 
process” (Gibson & Donigian, 1993, p. 28). Put another way, it is “a healthy emotional 
detachment or the ability to maintain objectivity by separating affect from cognition” 
(Kim-Appel, Appel, Newman, & Parr, 2007, p. 224). This procedure is both intrapersonal 
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and interpersonal. It is intrapersonal in being able to separate feeling from thinking. It is 
interpersonal in being able to engage or be intimate with others while still maintaining a 
sense of independence or autonomy. “More differentiated individuals evince both a close- 
ness to and a separation from their family of origin and are less influenced by and reac- 
tive to others’ behaviors and opinions” (Hooper & DePuy, 2010, p. 358). 

A failure to differentiate results in fusion, in which “people are dominated by their 
automatic emotional system.” In fusion, individuals have “less flexibility, less adaptability, 
and are more emotionally dependent on those around them” (Sauber, L’Abate, & Weeks, 
1985, p. 43). They do not have a clear sense of self and others. They are uncomfortable 
with autonomy in relationships, wish to psychologically merge with another, and have 
difficulty tolerating differences of opinion (Skowron & Platt, 2005). In close relationships, 
they “fear being overwhelmed, controlled, or abandoned” (LaSala, 2002, p. 335). Some- 
times fused family members move excessive distances from each other or cut off from 
each other in an attempt to separate. Neither strategy works. Unfortunately, individuals 
who do not resolve their emotional issues within their families of origin often project 
such issues onto spouses, resulting in marital distress (Kerr & Bowen, 1988). Over gen- 
erations, children most involved in family fusion move toward a lower level of differen- 
tiation of self (Bowen, 1972). 


Asking Questions 


In each of the techniques in Bowen family theory, an underlying aspect is to ask ques- 
tions. From this perspective, asking questions is deemed the “magic bullet” and is a main 
tool of Bowen therapists. Nodal events, such as deaths, births, and marriages, have an 
impact on families. For instance, the death of a family member disturbs the family’s equi- 
librium, and “emotional shock waves” can be expected as a result (Bowen, 1976). The 
impact of such shock waves can be seen for years to come. By asking questions, people 
involved in Bowen family therapy learn to better understand the reactions of those in 
their families. 


ROLE OF THE THERAPIST 


In the Bowen model, the differentiation of the therapist is crucial. The Bowen family 
therapist must maintain a calm presence and be differentiated from his or her family of 
origin (Friedman, 1991). Objectivity and neutrality are important behavioral characteristics 
for therapists to display. To be able to work with families, the therapist must first undergo 
an emotional change (Kerr, 1981). The idea is that if those who do treatment do not first 
undergo changes important in family therapy, those they work with will not experience 
healthy shifts either. 

As someone who has personally resolved family-of-origin concerns, the Bowen 
therapist is usually involved in coaching and teaching (Kerr, 2003). These activities occur 
at more cognitive levels, initially with family members, primarily individuals or couples, 
talking to the therapist or to one another through the therapist so that emotional issues do 
not cloud communication messages. 

According to Bowen, therapists should not encourage people to wallow in emotion- 
alism and confusion but should teach them to transcend this by setting examples as rea- 
sonable, neutral, self-controlled adults. Therapy should be, in fact, just like a Socratic 
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dialogue, with the teacher or “coach” calmly asking questions until the student learns to 
think for himself or herself (Wylie, 1991, p. 27). 

In the process of therapy, there is concern with boundary and differentiation issues 
from a historical perspective. The therapist instructs individuals to search for “clues” as to 
where the various pressures on the family have been expressed and how effectively the 
family has adapted to stress since its inception. One way of obtaining this information is 
for individuals to draw a genogram or to visit their family of origin. By examining the 
dynamics in these experiences, therapists become interpreters with their clients in assess- 
ing and working through Bowen patterns of fusion and cutoffs. Unresolved areas of dif- 
ficulty become resolved. 


PROCESS AND OUTCOME 


One of the primary outcomes of successful treatment with families from a Bowen stand- 
point is that family members will understand intergenerational patterns and gain insight 
into historical circumstances that have influenced the ways they presently interact 
(Learner, 1983). Furthermore, it is expected that accompanying this knowledge is a focus 
on changing “intergenerational inferences operating with the current family” (Smith, 1991, 
p. 25). Changes such as these occur when therapists help family members differentiate 
from each other and become more diverse and fluid in their interactions (Bowen, 1978). 
At the end of treatment, issues related to fusion and unconscious relationship patterns 
should be cleared up. Individuals should be able to relate at an autonomous, cognitive 
level, and projective patterns of blame should be changed (Kerr & Bowen, 1988). There 
should be a greater self-differentiation among nuclear family members. 

In Bowen family therapy, the chief focus and place where change is emphasized is 
the individual or couple. The whole family is usually not seen. Instead, individuals are 
often targeted for treatment, even though the emphasis of this approach is systemic. “A 
theoretical system that thinks in terms of family, with a therapeutic method that works 
toward improvement of the family system, is ‘family’ regardless of the number of people 
in the sessions” (Kerr, 1981, p. 232). Therefore, by changing one person, a family may be 
directly influenced for the better (Kolbert et al.,2013). 

“Since the two spouses are the two family members most involved in the family ego 
mass, the most rapid family change occurs when the spouses are able to work as a team 
in family psychotherapy” (Bowen, 1965, p. 220). The family can improve its functioning 
when spouses become more cognitively based, although in this process, the therapist 
may work “with all involved family members present, with any combination of family 
members present, or with only one family member present” (Bowen, 1965, p. 220). 


UNIQUE ASPECTS OF THE BOWEN FAMILY THERAPY APPROACH 
Emphases 


Bowen family theory calls attention to family history and the importance of noticing and 
dealing with past patterns in order to avoid repeating these behaviors in interpersonal 
relationships. The use of the genogram in plotting historical linkages is a specific tool 
developed for this purpose. The genogram is increasingly being used by theorists of all 
persuasions in assessing their client families. 
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Family Reflection: How do you think Bowen therapy can work if persons or families have been 
cut off from their history, such as in the case of the children of refugees? 


The theory and the therapy of Murray Bowen are extensive, complex, and inter- 
twined. The theory is a blueprint for therapy. Therefore, therapy is consistent with and 
inseparable from theory. Family therapists are indebted to Bowen for intertwining these 
two aspects of his approach. He was also insightful and detailed in suggesting the course 
of working with families. The Georgetown Family Center in Washington, D.C. (http:// 
www.thebowencenter.org), which he established for educating practitioners in his 
method, ensures that the Bowen approach continues to be learned, used, and refined. 

Bowen family therapy is systemic in nature, controlled in focus, and cognitive in prac- 
tice, thereby giving clinicians and their clients a way of concretely evaluating progress (Bowen, 
1975). Unlike many other systemic family approaches, Bowen family therapy can be used 
extensively with individuals or couples. It is considered “the most comprehensive theory of 
individual functioning from a family systems perspective” (Skowron & Platt, 2005, p. 281). 


Comparison with Other Theories 


Bowen family therapy is a well-established and heuristically appealing approach. Its strong 
emphasis on theory and its practical nature make it attractive. “Empirical research supports 
many of the theoretical ideas of Bowen theory” (Miller et al., 2004, p. 462). For instance, 
Klever (2009) found that in nuclear families in which the couples are well differentiated, the 
family functioned better in terms of goal effectiveness and emotional maturity than in fami- 
lies in which the couples were less differentiated. Similarly, Kim-Appel et al. (2007) found 
support for Bowen’s theory of differentiation even across the stages of later life. 

However, Bowen’s theory is not entirely supported. Some feminists criticize the 
approach for being too male oriented and politically conservative (Horne & Hicks, 2002). 
There is also “a lack of research testing Bowen’s claim that his theory is universal” 
(p. 463). In regard to Bowen’s intergenerational hypothesis, evidence exists that differen- 
tiation is a concept applicable at a multicultural level, for example, with Filipinos and 
North Americans. However, “psychological well-being in adulthood may well be affected 
by factors outside of the family, such as peer relationships, employment, or societal influ- 
ences” (Tuason & Friedlander, 2000, p. 33). Bowen’s stress on the importance of the past 
encourages some families or family members to examine their history rather than deal 
immediately with present circumstances. Such a process promotes insight before action. 
Client families in which there are severe dysfunctions or low differentiation of self may 
benefit most from this emphasis. 

Another aspect of Bowen family therapy that makes it unique compared with other 
approaches is that the theory underlying the approach is its own paradigm (Friedman, 
1991). Thus, setting up research questions to refute or verify this way of working with 
families is a challenging task of the highest order. One way theoretical research is being 
conducted is by exploring the significance of family-of-origin experiences (Hovestadt, 
Anderson, Piercy, Cochran, & Fine, 1985). 

A final unique angle in regard to Bowen family therapy is the time and, conse- 
quently, the money it requires of its clients. Most people cannot afford to invest as heavily 
in this process as is necessary. As with psychodynamically oriented therapy, the number 
of people who can benefit from this approach is limited. 
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CASE ILLUSTRATION 
The Cobb Family 
Family Background 


The Cobb family is a three-generational family composed of the father, David, age 45 
years; mother, Juanita, age 42 years; son, James, age 16 years; daughter, Anita, age 12 
years; and maternal grandmother, Lilly, age 65 years. The maternal grandfather, John, a 
farmer, died 3 years ago of a heart attack. The paternal grandparents—Dan, a retired 
banker, age 70 years, and Ruth, a homemaker, age 68 years—live in a nearby city. The 
couple of focus, David and Juanita, have been married for 20 years. Like his father, David 
is emotionally withdrawn from his family and overinvolved with his job. 

David comes from a middle-class family background. He has an older sister, Daisy, 
who is 3 years his senior. His father has a history of high blood pressure, but his mother 
is in good health. Juanita was an only child. After 20 years of marriage, her mother, Lilly, 
almost divorced her father when Juanita was 13 years old. Juanita and her mother have 
had a close but conflictual relationship since that time, with Lilly coming to live with her 
daughter after the death of John. At present, Juanita and Lilly take care of the house and 
children, and David works as a salesperson for a cleaning supply company. 

The problem for which the Cobb family requested help centers around James. 
Instead of doing well academically and socially, James is failing all his subjects and stay- 
ing out late at night. He was arrested once for vagrancy, and David and Juanita suspect 
he is drinking alcohol and doing drugs. Money from Juanita’s purse was stolen twice in 
recent weeks. Lilly has written James off as a delinquent. Interestingly enough, he has the 
same first name as her former lover, who almost ended her marriage. Anita simply ignores 
James whenever possible. Although she is a good student, her relationship with her 
mother is conflictual. 


Conceptualization of Family: Bowen Perspective 


The Cobb family is notable from a Bowen family perspective for several reasons. For one, 
there is a repeated pattern of mother/daughter conflict over the generations. For another, 
there is a tendency for men in the family to be emotionally cut off from other family 
members by withdrawing or rebelling. It is also striking that James has the same name as 
his maternal grandmother’s lover, who almost broke up her marriage of 20 years when 
Juanita was 13 years old. It appears to be more than coincidental that, during the 20th 
year of Juanita’s marriage, another James has created turmoil in the family’s life. 


Process of Treatment: Bowen Family Therapy 


Treatment of any family from a Bowen family therapy perspective usually involves an 
individual or a couple. In the case of the Cobbs, initially, the therapist might help 
the marital unit make a genogram (see Figure 8.3). The genogram would then be 
examined by the therapist and the family to denote patterns such as those mentioned 
previously, 

After analysis of family life patterns, the therapist might concentrate with the couple 
on issues involving detriangulation. For instance, there is a triangle among Lilly, Juanita, 
and James that works in a dysfunctional way. Similarly, the issues of emotional disen- 
gagement would be addressed, such as the ones Dan and David exemplify. Their lack of 
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FIGURE 8.3 Cobb family genogram. 


involvement in the family has created a parenting void. This is most likely associated with 


James’s present rebellious behavior. Therefore, parenting skills and ways of interacting in 


parent-child relationships might be stressed, especially as they relate to previous family- 
of-origin patterns. 

To help the Cobb family break out of its present condition, the therapist could have 
the couple engage in person-to-person conversations on a dyadic basis. This might begin 
with David and Juanita talking to each other about their marriage. Other person-to- 
person relationships might be conducted outside of the treatment sessions, with James 
and Juanita, or Lilly and Juanita, talking with each other. In these exchanges, the asking 
of cognitively based questions would be encouraged, especially about topics not dis- 
cussed previously, such as Lilly’s affair. 

Through these procedures, the family would begin to engage in new behaviors 
that were less blaming, conflictual, or withdrawn. Appropriate ways of interrelat- 
ing could then be set in motion, with family members interacting from a position of 
differentiation. 


Summary and Conclusion 


Psychodynamic and Bowen therapies are transgenera- 
tional and two of the most established approaches to 
working with families. Psychodynamic family therapy 
was first developed by Nathan Ackerman, along with 


Ivan Boszormenyi-Nagy and James Framo, who 
applied the principles of individual psychoanalysis to 
families. Ackerman was the best-known and most pro- 
lific writer of the three, although they all made major 


contributions to psychodynamic therapy. For instance, 
Boszormenyi-Nagy worked with families and helped 
them balance loyalties and ethical obligations to one 
another, whereas Framo emphasized early human 
development, especially object relations. In essence 
these three made the treatment of families more 
respectable and prevalent. Murray Bowen, a psycho- 
analytically trained psychiatrist, devised his own 
approach to working with families, especially couples, 
based in part on his life experiences and in part on 
psychoanalytic theory. His theory and therapy are 
named after him. 

Psychodynamic theory and Bowen theory both 
emphasize the importance of unconscious forces in 
family life. Psychodynamically oriented family ther- 
apy, however, is an eclectic mix of psychoanalysis 
and systems concepts that sometimes make it more 
linear in its emphasis on working with individuals in 


Summary Table 


COMMON CHARACTERISTICS OF 
PSYCHODYNAMIC AND BOWEN 
THEORIES 


These theories are conceptual and comprehensive. 
They emphasize the importance of historical, social, 
and childhood experiences and stress the signifi- 
cance of unconscious forces in the lives of families. 


The founders of these approaches were trained 
as psychoanalytical therapists. 


Each theory has developed its own terminology. 


Treatments may be long term (more than 20 
sessions). 


PSYCHODYNAMIC FAMILY THERAPY 
MAJOR THEORISTS 


Major theorists in psychodynamic therapy 
include Sigmund Freud, Nathan Ackerman, Ivan 
Boszormenyi-Nagy, James Framo, Theodore 
Lidz, Donald Williamson, Norman Paul, Lyman 
Wynne, and A. C. Robin Skynner. 


PREMISES OF THE THEORY 


Unconscious processes link family members and 
influence individuals in the decisions about 
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families. Bowen theory is systemic, although its pri- 
mary clients are individuals and couples. It empha- 
sizes the importance of looking at historical 
intergenerational patterns. In all of these approaches, 
the therapist acts as a coach, a teacher, and a catalyst, 
although the content and unit of treatment, as well as 
final end results, differ. 

Overall, these approaches to working with fami- 
lies are in depth and concentrate on long-term results. 
They emphasize the unconscious and require a con- 
siderable investment of time and resources. Bowen 
theory is concrete in outcome and gives its clients a 
way to recognize dysfunctional patterns transmitted 
across generations (i.e., a genogram). On the other 
hand, psychodynamic theory, while not as specific in 
the techniques it uses, provides its recipients with a 
way to work through issues that frees them from rely- 
ing on defense mechanisms. 


whom they marry. Objects—significant others in 
one’s life—are identified with or rejected. 


Unconscious forces must be worked through, and 
“interlocking pathologies” must be broken up. 


TREATMENT TECHNIQUES 


The individual or the individuals within a family 
are the units of treatment. 


The goals of treatment are to break dysfunc- 
tional interactions within the family based on 
unconscious processes and to resolve individual 
dysfunctionality. 

The therapeutic techniques include transference, 
dream analysis, confrontation, focusing on 
strengths, life history, complementarity, and 
interpretation. 


ROLE OF THE THERAPIST 


The therapist is the teacher (especially of terms), 
“good enough mother” (or “parent”), and cata- 
lyst of experience. 


PROCESS AND OUTCOME 


Help family members work through unconscious 
restrictions and insights. 
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Assist family members to interact on the basis of 
current realities. 


UNIQUE ASPECTS OF PSYCHODYNAMIC 
FAMILY THERAPY 


The psychodynamic approach emphasizes the 
following: 


° The potency of the unconscious in influ- 
encing human behavior. 

° Defense mechanisms and the part they 
play in family relations. 

e An in-depth historical perspective on the 
development of problems and a treat- 
ment of dysfunctionality that is thorough. 

e An attachment of people to objects (i.e., 
other people). 


Comparison with Other Theories 


Compared with other approaches, psychodynamic 
therapy: 


e Offers a treatment that is primarily linear 
and limited more to individuals than 
families. 

e Offers a treatment that is costly in regard 
to both time and money. 

e Is not appropriate for concrete thinkers 
or those who want immediate results. 

e Lacks traditional empirical research and 
is reliant on case history reports. 


BOWEN FAMILY THERAPY 
MAJOR THEORISTS 


Major theorists of Bowen family therapy include 
Murray Bowen, Michael Kerr, and Ed Friedman. 


PREMISES OF THE THEORY 


Theory and therapy are the same. 

Family patterns are likely to repeat. 

It is important to differentiate oneself from one’s 
family of origin. 

Uncontrolled anxiety results in family dysfunc- 
tionality. 


The formation of triangles is a key manifestation 
of uncontrolled anxiety. 


TREATMENT TECHNIQUES 


The individual or the couple is the unit of 
treatment. 


The goals of treatment are to prevent triangula- 
tion and help couples and individuals relate 
more at a cognitive, as opposed to an emotional, 
level and to stop dysfunctional, repetitive, inter- 
generational patterns of family relations. 


The therapeutic techniques include genograms, 
going home again, detriangulation, person-to- 
person relationships, differentiation of self, and 
asking questions. 


ROLE OF THE THERAPIST 


The therapist is a differentiated person who acts 
as a coach and teacher and concentrates on 
boundary and differentiation issues. 


PROCESS AND OUTCOME 


Help family members to become more differen- 
tiated and fluid in their interactions. 


Assist family members in therapy to be more 
cognitive and understand intergenerational pat- 
terns better. 


UNIQUE ASPECTS OF THE BOWEN FAMILY 
THERAPY APPROACH 


The Bowen approach emphasizes the following: 


° Intergenerational relationships and the 
nature of repeating patterns. 

e An in-depth theory of family relationships. 

e A systemic and cognitive theory that pro- 
vides a concrete evaluation of progress. 


Comparison with Other Theories 
Compared with other approaches, Bowen therapy: 


e Stresses the importance of the past, 
thereby encouraging some families or 
family members to examine history and 
not deal with present circumstances. 

e Is difficult to research. 

e Requires a high degree of investment in 
time and money. 


CHAPTER 


Experiential Family 
Therapy 


My father tells me 
my mother is slowing down. 

He talks deliberately and with deep feelings 
as stoop-shouldered he walks to his garden 
behind the garage. 

My mother informs me 
about my father’s failing health. 

“Not as robust as before,” she explains, 
“Lower energy than in his 50s.” 

Her concerns arise 
as she kneads dough for biscuits. 
Both express their fears to me 
as we view the present from the past. 

In love, and with measured anxiety, 

I move with them into new patterns. 


Gladding, 1992b 


CHAPTER OVERVIEW 

From reading this chapter, you will learn about 

m The importance of affect in experiential family therapy. 

m The major theorists, premises, techniques, roles of the therapist, processes, and 
outcomes of experiential family therapy. 

m The uniqueness of the experiential family therapy approach. 
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As you read, consider 


m How comfortable you are with the expression of emotions and touch. 

m The active nature of experiential family therapists. 

m Whether the experiential approach to family therapy is as relevant now as it was 
30 years ago and why that might be so. 


he experiential branch of family therapy emerged out of the humanistic-existential 

psychology movement of the 1960s and was most popular when that movement 

was new. Some of its proponents and creators drew heavily from Gestalt therapy, 
psychodrama, client-centered therapy, and the encounter group movement of the time. 
The emphasis is on immediate, here-and-now, intrapsychic experiences of people as 
opposed to historical information. Concepts such as encounter, process, growth, sponta- 
neity, and action are emphasized. Theory and abstract factors are minimized. The quality 
of ongoing experiences in the family is the criterion for measuring psychological health 
and deciding whether or not to make therapeutic interventions. 

Experiential family therapy, which has a number of forms, emphasizes affect, that 
is, emotions. Awareness and expression of feelings are considered the means to both 
personal and family fulfillment. Professionals who operate from this perspective consider 
the expression of affect to be a universal medium in which all can share. They encourage 
expression of feelings in a clear and effective way (Kane, 1994). A healthy family is a fam- 
ily in which people openly experience life with each other in a lively manner. Such a 
family supports and encourages a wide range of emotions and personal encounters. In 
contrast, dysfunctional families resist taking affective risks, and members are rigid in their 
interactions. They do not know how to empathize with one another and reflect feelings. 


MAJOR THEORISTS 


A number of professionals have contributed significantly to the development of experien- 
tial family therapy. Among the most notable are David Kantor, Frank Duhl, Bunny Duhl, 
Virginia Satir, Carl Whitaker, Bernard Guerney, Louise Guerney, Walter Kempler, Augustus 
Napier, Leslie Greenberg, and David Keith. Virginia Satir and Carl Whitaker are considered 
here as representatives of this approach. 


Virginia Satir (1916-1988) 


Virginia Satir was born and raised on a Wisconsin farm. She was extraordinarily different 
from others even at an early age. At 3 years of age, she had learned to read, and “by the 
time she was 11, she had reached her adult height of nearly six feet” (Simon, 1989, p. 37). 
Although she was sickly and missed a lot of school, she was a good student and began 
her college experience after only 7% years of formal education. Her initial goal, which 
she achieved, was to become a schoolteacher. “Growing up a big, awkward, sickly child, 
Satir drew from her experience of being an outsider” and developed an acute sensitivity 
for others (Simon, 1989, p. 37). This quality eventually led her from the classroom to 
social work with families. 

Satir entered private practice as a social worker in 1951 in Chicago. This venture 
came after 6 years of teaching school and 9 years of clinical work in an agency. Her 
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unique approach to working with families evolved from her treatment of a schizophrenic 
young woman whose mother threatened to sue Satir when the young woman improved. 
Instead of becoming defensive, Satir invited the mother to join the therapy and worked 
with them until they reached communication congruence (Satir, 1986). She then invited 
the father and oldest son into treatment until the family had achieved a balance. 

Satir was influenced by Murray Bowen’s and Don Jackson’s work with schizophrenic 
families, and in 1959 she was invited by Jackson and his colleagues to help set up the 
Mental Research Institute (MRD in Palo Alto, California, after which she became its first 
director. From her clinical work and interaction with other professionals there, she refined 
her approach to working with families, which was simultaneously folksy and complex. 
“Satir was the archetypal nurturing therapist in a field enamored of abstract concepts and 
strategic maneuvers. Her warmth and genuineness gave her tremendous appeal as she 
traveled the country giving demonstrations and workshops” (Nichols 2013, p. 145). At the 
core of Satir’s approach was “her unshakable conviction about people’s potential for 
growth and the respectful role helpers need to assume in the process of change” (Simon, 
1989, p. 38). 

Satir gained international attention in 1964 with the publication of her first book, 
Conjoint Family Therapy. The clarity of her writing made the text a classic and put Satir 
in demand as a workshop presenter. She continued to write and demonstrate her “proc- 
ess model of therapy” (Satir, 1982) all over the globe—Europe, North America, Latin 
America, and Asia—until her death (Bermudez, 2008). Among her many contributions 
were strong, charismatic leadership (Beels & Ferber, 1969); a simple but eloquent view of 
effective and ineffective communication patterns (Satir, 1972; Satir & Baldwin, 1983); and 
a humanistic concern about building self-worth and self-esteem in all people (Haber 
2011). “She also pioneered the concept of actively engaging couples and families in exer- 
cises during and between sessions” (Kaplan, 2000b, p. 6). She conducted much of her 
work using structured experiential exercises (Woods & Martin, 1984). 

Satir is often described as a master of communication and even as an originator of 
family communications theory, an approach that focuses on clarifying transactions 
among family members. In her later work, she “brought a spiritual understanding into the 
family therapy realm, holding that people are connected not only to their own bodies and 
states of being but in relationships as well” (Reiter, 2014, p. 5). 

During her lifetime Satir worked with more than 5,000 families, often in group fam- 
ily therapy, where she saw a number of unrelated families at one time in a joint family 
session. She also demonstrated her skills and her approach before hundreds of audiences 
(Satir & Bitter, 2000). Satir was unashamedly optimistic, and she genuinely believed that 
healthy families are able to be reciprocal and open in their sharing of feelings and affec- 
tion. Satir died in 1988 at the age of 72 years. Today her model of working with families 
is often referred to as the human validation process model, and there is a movement 
to enhance it “by integrating it with the explicit principles and tools of Emotion-Focused 
Therapy” (Brubacher, 2006. p. 141). 


Carl Whitaker (1912-1995) 


Carl Whitaker grew up on a dairy farm in upstate New York. With few exceptions, his 
nuclear family was his “entire social existence” (Simon, 1985, p. 32). He was shy, and 
when his family moved to Syracuse in 1925, he felt awkward and out of place. He attributed 
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his ability to stay sane and adjust to two “cotherapists’—fellow students with whom he 
made friends, one the smartest and the other the most popular student in the school 
(Whitaker, 1989). 

Whitaker entered medical school in 1932, penniless but with a sound work ethic 
and a bent toward public service. He had originally planned to specialize in obstetrics 
and gynecology, but a tragic operation on a patient who died, even though his surgery 
was perfect, proved to be a turning point in Whitaker’s life. It influenced him to switch to 
psychiatry during the last year of his residency and concentrate his attention on working 
with schizophrenics. Toward the end of his medical training in 1937, Whitaker married, 
and he and his wife raised six children over the years. 

Whitaker developed the essence of his approach to therapy while assigned to Oak 
Ridge, Tennessee, during World War II (Whitaker, 1990). There he saw as many as 12 
patients a day in half-hour sessions. He did not have any mentors and basically taught 
himself psychiatric procedures. From his experience, he realized that he needed a cother- 
apist in order to be effective. He also experimented during this time with the technique 
of using the “spontaneous unconscious” in therapy (Whitaker & Keith, 1981). 

“The turning point in Whitaker’s career came in 1946 when he was named chairman 
of the Department of Psychiatry at Emory University” (Atlanta, Georgia) at age 34 years 
(Simon, 1985, p. 33). It was at Emory in that Whitaker hired supportive colleagues, 
increased his work with schizophrenic patients, and began to develop his freewheeling 
style. He left Emory in 1956 and went into private practice with his colleagues in Atlanta. 
In 1965, he accepted a faculty position at the Department of Psychiatry at the University 
of Wisconsin (Madison), where he stayed until his retirement in 1982. During the Wiscon- 
sin years, Whitaker devoted his efforts almost entirely to families and served as a mentor 
to young practitioners, such as Augustus Napier, who coauthored with him one of the 
best-selling books in the field of family therapy, The Family Crucible (1978). Also during 
this time, Whitaker traveled extensively, giving workshops on family therapy. 

“More than with most well-known therapists, it is difficult to separate Whitaker’s 
therapeutic approach from his personality” (Simon, 1985, p. 34). As a family therapist, 
Whitaker was quite intuitive, spontaneous, and unstructured. His surname, derived from 
Witakarlege (meaning a wizard or witch), prompted at least one writer (Keith, 1987) to 
put Whitaker into a class of his own. Yet Whitaker focused on some therapeutic elements 
that are universal. His main contribution to family therapy was in the uninhibited and 
emotional way he worked with families by teasing them “to be in contact with their 
absurdity” (Simon, 1984, p. 28). He used the term absurdity to refer to half-truthful state- 
ments that are silly if followed out to their natural conclusion (Whitaker, 1975). He likened 
the use of absurdity to the Leaning Tower of Pisa, which, if built high enough, would 
eventually fall. 

Whitaker accomplished his tasks in family therapy by being spontaneous, especially 
in dealing with the unconscious, and by highlighting the absurd. He influenced family 
members to interact with each other in unique and new ways. For example, Whitaker 
once encouraged a boy and his father, who were having a dispute over who had the 
most control in the family, to arm wrestle, with the winner of the match becoming the 
winner of the argument. Obviously, the flaw in such a method, that is, its absurdity, was 
crucial to Whitaker in helping the family gain insight and tolerance. 

Regardless of what he suggested on the spur of the moment, Whitaker refused to 
become involved in giving families overt directives for bringing about change. He was a 
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“Don Quixote” who challenged people to examine their view of reality and the idea that 
they can be in control of their lives apart from others in the family (Simon, 1984, p. 28). 

In general, Whitaker (1989) emphasized uncovering and utilizing the unconscious 
life of the family. He related to some of the psychoanalytic dimensions of other family 
therapy pioneers. However, in contrast to this connection, Whitaker focused on helping 
the family live more fully in the present. Since 1988, his approach has been labeled expe- 
riential symbolic family therapy. He assumed that experience, not education, changes 
families. The main function of the cerebral cortex is inhibition. Thus, most of our experi- 
ence goes on outside of our consciousness. We gain best access to it symbolically. Here, 
“symbolic” implies that some thing or some process has more than one meaning. While 
education can be immensely helpful, the covert process of the family is what contains the 
most power to bring about potential change (Keith & Whitaker, 1982, p. 43). 

Whitaker died on April 21, 1995, at age 83 years, after an illness of 2 years. 


PREMISES OF THE THEORY 


The underlying premise of the experiential approach is that individuals in families are not 
aware of their emotions, or if they are aware of their emotions, they suppress them. 
Because of this tendency not to feel or express feelings, a climate of emotional dead- 
ness is created, which results in the expression of symptoms within one or more family 
members. In this type of atmosphere, family members avoid each other and occupy 
themselves with work and other nonfamily activities (Satir, 1972). These types of behav- 
iors perpetuate the dysfunctionality of the family further in a downward spiral. 

The resolution to this situation is to emphasize sensitivity and feeling expression 
among family members and within the family. This type of expression can come verbally, 
but often it is expressed in an affective or behavioral, nonverbal manner. For instance, 
family members in therapy may represent the distance they wish to maintain between 
themselves and other family members by using role-play or mime or even by arranging 
physical objects, such as furniture, in a particular way. Indeed, experiential interventions 
can be useful components of therapy, causing emotions and issues to surface more quickly 
than in sessions of traditional talk therapy (Thompson, Bender, Cardoso, & Flynn, 2011). 

Regardless of how relationships are enacted or represented, it is crucial that empha- 
sis be placed on the present. The experiential family therapy approach concentrates on 
increasing self-awareness among family members “through action in the here-and-now” 
(Costa, 1991, p. 122). Interpersonal skills are also taught directly and indirectly. The theo- 
retical roots of this treatment are humanistic and phenomenological in origin. Moreover, 
even though it is usually not acknowledged, attachment theory is a major component 
of the experiential approach, especially in regard to Satir’s understanding of interactional 
behavior and deficits in self-esteem (Simon, 2004). 


TREATMENT TECHNIQUES 


Experiential family therapists “can be divided into two groups in regard to therapeutic 
techniques” (Costa, 1991, p. 121). A few clinicians (e.g., Carl Whitaker) rely more “on 
their own personality, spontaneity, and creativity” (Costa, 1991, p. 121). The effectiveness 
of experiential family therapy depends on the personhood of the therapist (Kempler, 
1968). However, the majority of experiential therapists (e.g., Virginia Satir, Peggy Papp, 
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Frank and Bunny Duhl, Bernard and Louise Guerney) employ highly structured activities 
such as sculpting and choreography. Experiential family therapists who use techniques 
usually find procedures that are congruent with or extensions of their personalities. 


Therapists Who Use Few Techniques: Carl Whitaker 


Experiential family therapists who do not consider techniques important may advocate at 
least a few of these processes in conjunction with the use of their personality. Carl 
Whitaker advocated seven different active interventions that aid the therapeutic process 
(Keith & Whitaker, 1982): 


1. 


Redefine symptoms as efforts for growth: The experientialists, especially Satir, 
believe that all behavior is oriented toward growth, even though it may look oth- 
erwise (Walsh & McGraw, 2002). By viewing symptoms in this way, therapists 
help families see previously unproductive behaviors as meaningful. Families and 
therapists are able to evaluate symptoms as ways families have tried to develop 
more fully. 


. Model fantasy alternatives to real-life stress: Sometimes change is fostered by 


going outside the realm of the expected or conventional. Modeling fantasy alterna- 
tives is one way of assessing whether or not a client family’s ideas will work. The 
modeling may be done through role-play by either the therapist or the family. 


. Separate interpersonal stress and intrapersonal stress: Interpersonal 


stress is generated between two or more family members. Intrapersonal stress is 
developed from within an individual. Both types of stress may be present in fami- 
lies, but it is important to distinguish between them because there are often differ- 
ent ways of resolving them (e.g., face-to-face interactions vs. muscle relaxation 
exercises). 

Add practical bits of intervention: Sometimes family members need practical or 
concrete information to make needed changes. Adolescents may find it beneficial to 
know that their father or mother struggled in achieving their own identity. Such 
information helps teenagers who are confused to feel more “normal.” They may be 
further assisted by finding that there are career tests they can take to help them sort 
out their preferences. 


. Augment the despair of a family member: Augmenting the despair of a family 


member means to enlarge or magnify his or her feelings so that other family mem- 
bers, and the family as a whole, understand them better. When families have diffi- 
culties, they often deny that any of their members are in pain. In addition, family 
members may suppress their feelings. Augmenting despair prevents the occurrence 
of such denial or suppression. 

Promote affective confrontation: As mentioned earlier, a major premise of the 
experiential approach and approaches associated with it is its emphasis on the pri- 
macy of emotion. Therefore, in confronting, therapists often direct family members 
to examine their feelings before exploring their behaviors. 

Treat children like children and not like peers: A major emphasis of the ex- 
periential approach is to play with children and treat them in an age-appropriate 
manner. Although children are valued as a part of the therapeutic process, they are 
treated differently from the rest of a family. 
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Family Reflection: How helpful would it have been for you to have known that your parents or 
guardians had struggled with some issues you were facing when you were a teenager? If you had 
such knowledge when you were growing up, how did you use it? That is, did it make your life easier? 


Therapists Who Use Structured Techniques: Virginia Satir 


Among the most widely used structured therapeutic responses are those that were origi- 
nated by Virginia Satir. They include modeling of effective communication using “I” mes- 
sages, sculpting, choreography, humor, touch, props, and family reconstruction (Satir, 
Stachowiak, & Taschman, 1975). These techniques are frequently employed in order to 
increase family members’ awareness and alter their relationships (Duhl, Kantor, & Duhl, 
1973; Jefferson, 1978). 


MODELING OF EFFECTIVE COMMUNICATION USING “I” MESSAGES In dysfunctional fam- 
ilies, members often speak in the first-person plural (i.e., “we”); give unclear and nonspe- 
cific messages; and tend to respond to others with monologues (Stoltz-Loike, 1992). In 
response to her daughter, a mother might drone on about her daughter’s behavior by say- 
ing, “Someone is going to get angry unless you do something good quickly.” 

To combat such ineffective and indirect communication patterns, experiential family 
therapists insist that family members take “I” positions when expressing their feelings. In 
response to the situation just given, a mother might say to her daughter, “I feel discour- 
aged when you do not respond to my requests.” 

“I” statements involve the expression of feelings in a personal and responsible 
way and encourage others to express their opinions. This type of communication also 
promotes leveling, or congruent communication, in which straight, genuine, and real 
expressions of one’s feelings and wishes are made in an appropriate context. When lev- 
eling and congruence occur, communication increases, stereotyping decreases, and self- 
esteem and self-worth improve (Satir, 1972). When leveling does not occur, then, 
according to Satir, people adopt four other roles: blamer, placater, distractor, and compu- 
ter (or rational analyzer). These four roles are used by most individuals at one time or 
another. They can be helpful in some situations, but when they become a consistent way 
of interacting, they become problematic and dysfunctional. 


BLAMER A blamer is an individual who attempts to place the focus on others and not 
take responsibility for what is happening. This style of communication is often done from 
a self-righteous stance and is loud and tyrannical. A blamer might make this type of state- 
ment: “Now, see what you made me do!” or “It’s your fault.” In blaming, a person may 
also point his or her finger in a scolding and lecturing position. 


PLACATER A placater is an individual who avoids conflict at the cost of his or her integ- 
rity. This type of stance is self-effacing and apologetic. It originates out of timidity and an 
eagerness to please. A placater might say in response to something with which he or she 
disagrees, “That’s fine,” or “It’s okay.” 


DISTRACTOR A distractor is an individual who says and makes irrelevant statements 
“that direct attention away from the issues under discussion” (O’Halloran & Weimer, 
2005, p. 183). This type of person tries to be evasive and elusive and does not seem to be 
in contact with anything that is going on. For instance, when a family is talking about the 
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importance of saving money and being thrifty, a distractor might try to tell a joke, say 
something flippant, or even walk around looking out the windows and calling the family 
over to look at a stray cat or a passing car. 


COMPUTER (OR RATIONAL ANALYZER) A computer or rational analyzer is an indi- 
vidual who interacts only on a cognitive or intellectual level and acts in a “super-reasonable” 
way. This type of person avoids becoming emotional and stays detached. In a situation in 
which the person playing this role is asked how he or she feels, the response might be, 
“Different people have different feelings about this circumstance. I think it is difficult to 
say how one feels without first looking at what one’s thoughts are.” 

To help family members level and become congruent, Satir (1988) sometimes incor- 
porated a technique known as the communication stance. In this procedure, family 
members are asked to exaggerate the physical positions of their perspective roles. For 
instance, a blamer may be asked to make an angry face, bend forward as in scolding, and 
point a finger at the person he or she is attacking. This process promotes an increase in 
awareness of what is being done and how it is being conveyed. Feelings may surface in 
the process. The result may be a conversation on alternative ways of interacting, which 
could lead to practicing new ways of opening up. 


Family Reflection: What communication stances were taken by members of your family when 
you were growing up? Were they similar to the ones described by Satir? How well did your fam- 
ily engage in leveling and using “I” statements? 


SCULPTING In sculpting, “family members are molded during the therapy session into 
positions symbolizing their actual relationships as seen by one or more members of the 
family” (Sauber et al., 1985, p. 147). As such, they create a three-dimensional map and 
the ability to move the structure through time (Weston, 2009). Past events and patterns 
that affect the family now are perceptually set up. The idea is to expose outgrown family 
rules and clarify early misconceptions so that family members and the family, as a whole, 
can get on with life. For example, a historical scene of a father’s involvement with a tel- 
evision program and his neglect of his son might be shown by having the father sit close 
to an imaginary television and the son sit isolated in a corner. The point is that, in this 
still-life portrait of time, family members and the therapist gain a clearer view of family 
relationships. 

Sculpting consists of three roles and four steps (Moreno & Elefthery, 1975; Papp, 
Schienkman, & Malpas, 2013; Ziff, 2009). The three roles are those of (1) the sculptor 
(client family member), who sculpts family members into specific positions, (2) the 
facilitator (family therapist), who supports, protects, and guides the sculptor, and (3) the 
family members, who participate, observe, and comment on the sculpting. The four 
steps are as follows: 


1. Setting the scene: The therapist helps the sculptor to identify a scene to explore. 

2. Choosing role players: Individuals are chosen to portray family members. 

3. Creating a sculpture: The sculptor places each person in a specific metaphorical 
position spatially. 

4. Processing the sculpture: The sculptor and other participants de-role and debrief 
about experiences and insights acquired through engaging in this exercise. 
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CHOREOGRAPHY In choreography, family members are asked to symbolically enact a 
pattern or a sequence in their relationship to one another. This process is similar to acting 
as a mime or in a silent movie. Through it, family members come to see and feel alliances 
and distances that are not obvious by merely discussing problem situations (Papp, 1976). 

In a family with an overinvolved mother and an underinvolved father, for example, 
members may be asked to act out a typical scene showing this dynamic at a certain time 
of the day, such as at breakfast. Each family member then takes a turn positioning other 
family members in certain spatial relationships to one another. A daughter might have her 
father turn the pages of a newspaper and sit away from her while her mother heaps 
cereal into the daughter’s bowl and/or straightens the daughter’s hair or dress. At the 
same time, the daughter may lean toward her father and push away her mother. 

Such scenes should be reenacted three or four times so that family members get a 
good feeling for what certain experiences are like from the perspective of other family 
members. Then, the family and the therapist can sit down and discuss what occurred and 
what family members would like to have happened. In many cases, new scenes are cre- 
ated and acted out (Papp, 1976). 


HUMOR Creating humor within a family therapy session is a risky proposition. If suc- 
cessful, humor can reduce tension and promote insight. Laughter and the confusion that 
goes with it create an open environment for change to take place (Whitaker & Keith, 
1981). If unsuccessful, attempts at humor may alienate the family or some of its members. 
Therefore, creating humor is an art form that is employed carefully by some experiential 
family therapists. 

Humor is often initiated with families by pointing out the absurdity of their rigid 
positions or relabeling a situation to make it seem less serious (Carter & McGoldrick- 
Orfanidis, 1976). In regard to absurdity, a mother might say to a therapist, for example, 
that she “will die” if her daughter is late for curfew again. A humorous response by the 
family therapist might be, “Take it easy on your mother. Just paralyze her arm next time.” 

If the therapist is really into acting out the absurdity, he or she might then ask the 
daughter to show how she would go about paralyzing her mother’s arm. In the interaction 
following such a strange request, the therapist would probably even engage the mother to 
help her daughter in such a process. The idea behind this request is to help everyone rec- 
ognize the distorted power given up by the mother to her daughter. If such insight into this 
absurdity is developed, a more functional mother-daughter relationship can be formed. 


TOUCH Among prominent historical experiential therapists, Virginia Satir, Carl Whitaker, 
and Walter Kempler are the best-known practitioners in the use of touch as a communi- 
cative tool in family therapy. Touch may be putting one’s arms around another person, 
patting a person on the shoulder, shaking hands, or even, in an extreme case, wrestling 
(Napier & Whitaker, 1978). In using touch, experiential family therapists are careful not to 
violate the personal boundaries of their clients. Physical touch is representative of caring 
and concern. It loses its potency if it is employed inappropriately or overused. 


PROPS Props are materials used to represent behaviors or illustrate the impact of 
actions. Virginia Satir was well known for using props, such as ropes and blindfolds, in 
her work with families (Satir & Baldwin, 1983). Props may be metaphorical as well as 
literal. A rope may represent how family members are connected to each other. In her 
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work with the family, Satir sometimes tied ends of the rope around all members’ waists 
and selectively asked them to move. This way the entire family could experience being 
tied to one other. They also got a feel for how the movement of one family member influ- 
enced the rest of the family (Murray & Rotter, 2002). 

After the props are used, the therapist might ask the family to process the experi- 
ence and then relate how it is similar to and/or different from the dynamics in their 
present family relationship. 


FAMILY RECONSTRUCTION Family reconstruction is a therapeutic innovation devel- 
oped by Satir in the late 1960s. The purpose of family reconstruction is to help family mem- 
bers discover dysfunctional patterns in their lives stemming from their families of origin. It 
concentrates on (1) revealing to family members the sources of their old learning, (2) enabling 
family members to develop a more realistic picture of who their parents are as persons, and 
(3) setting up ways for family members to discover their respective personhoods. 

Family reconstruction begins with a star or explorer—a central character who maps 
his or her family of origin in visually representative ways (Nerin, 1986; Satir et al., 1988). A 
guide (usually the therapist) can help the star or explorer chart a chronological account of 
significant family events from paternal, maternal, and family-of-origin histories. The proc- 
ess of family reconstruction attempts to uncover facts about the origin of distorted learn- 
ing, about parents as people, and about the person as a separate self. “Family maps, the 
family life fact chronology, and the wheel of influence (Satir & Baldwin, 1983) are the 
points of entry, the tools, for a family reconstruction” (Satir et al., 1988, p. 202). 


1. Family map: As shown in Figure 9.1, a family map is “a visual representation of 
the structure of three generations of the star’s family” (Satir et al., 1988, p. 202), with 
adjectives to describe each family member’s personality. Circles represent people on 
the map, and lines suggest relationships within the family. A family map is used to 
identify areas of concern and family strengths, including safety issues. In the area of 
safety, a family map can identify children at risk of unintentional injury who are 
enrolling in Head Start programs and thus help staff better target intervention serv- 
ices that might be needed (Whiteside-Mansell, Johnson, Aitken, Bokony, Conners- 
Burrow, & McKelvey, 2010). 


Married 1970 
Born: August 17, 1947 Born: January 1, 1946 
Richmond, Virginia Macon, Georgia 
Sensitive Studious 


Methodist Baptist 
Hard working Social 
Creative Optimistic 

Born: March 9, 1970 Margaret Born: Unknown Date 
Chicago, Illinois Chicago, Illinois 
Outgoing Extravert 
Methodist No Religious Preference 
Carefree Opportunistic 
Spontaneous 


FIGURE 9.1 Basic family map of a star. 
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2. Family life fact chronology: The family life fact chronology is the next tool 
employed in family reconstruction (see Figure 9.2). 

The star creates the chronology by listing all significant events in his or her life 

and that of the extended family. Chronologies begin with the births of each set of 

grandparents. All events having an impact on the people in the family, including all 


significant comings and goings, are then listed in order. 


The family life fact chronology includes the demographic information already on 
the family map, as well as a record of such events as illnesses, geographical 
moves from one place to another, a father going off to war, a sister’s teenage 
pregnancy, or the long-term alcoholism of a family member. When appropriate, 
historical events associated with given dates are noted to ground the event in 
time and place (Satir et al., 1988, p. 203). 


Date Event Relation Location 
Paternal 
10-1-1910 John is born Star's paternal grandfather Warrenton, VA 
3-27-1915 Bonny is born Star's paternal grandmother Richmond, VA 
1941 John becomes a minister Star's paternal grandfather Yale Divinity School, 
New Haven, CT 
1944 John marries Bonny Star's paternal grandparents Richmond, VA 
8-17-1946 Samuel is born Star's father Richmond, VA 
10-18-1949 Ralph is born Star's paternal uncle Richmond, VA 
Maternal 
12-4-1915 Robert is born Star's maternal grandfather Atlanta, GA 
18-4-1920 Emily is born Star's maternal grandmother Savannah, GA 
1940 Robert marries Emily Star's maternal grandfather Macon, GA 
1-1-1946 Inez is born Star’s mother Macon, GA 
Family of origin 
6-22-1970 Samuel and Inez meet Star’s parents Chicago, IL 
and fall in love 
11-22-1970 Samuel and Inez marry Star’s parents Chicago, IL 
Samuel starts a nonprofit 
for the poor 
3-9-1972 Margaret is born Star Chicago, IL 
2-3-1979 Samuel and Inez divorce Star’s parents Chicago, IL 
1-1-1982 Samuel remarries Star's father Atlanta, GA 
9-5-1989 Margaret enters college; Star Chicago, IL 
lives at home with mom 
10-1-1991 Margaret meets Russell and Star Chicago, IL 
marries him after a 3-week 
courtship 


FIGURE 9.2 Reconstruction of the star’s family. 


Drawn by Lindsay Berg. Used with permission. 
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mother-in-law 


best friend in 
neighborhood mother 


high school \ / minister 
math teacher en ae 


Aunt a _ 
father 


Sally 


college 


counselor husband 


Uncle 
Jack 


FIGURE 9.3 Wheel of influence. 


3. Wheel or circle of influence: A wheel or circle of influence representing those 
who have been important to the star or explorer is the final tool employed in family 
reconstruction (see Figure 9.3). The star is shown in the middle of those who have 
had either positive or negative effects on him or her. A spoke is drawn for every 
relationship important to the star. The thicker the line, the more important or closer 
is the relationship. “When completed, the wheel of influence displays the star’s in- 
ternalized strengths and weaknesses, the resources on which he or she may rely for 
new and, it is hoped, more effective ways of coping” (Satir et al., 1988, p. 205). 


The final aspect of family reconstruction is to have the star or explorer give life to 
the events that he or she has discovered. This is done by working with a group of at least 
10 people, aided by a leader guide (i.e., a therapist), to enact important family scenes. 
Members of the group play key figures in the star’s life or the life of his or her family. The 
idea behind this procedure is to help the star or explorer gain a new perspective on fam- 
ily characteristics and patterns. “It is a time when significant questions can receive straight 
answers, when old, distorted messages can be cleared up, and when understanding can 
replace judgment and blame” (Satir et al., 1988, p. 207). 


Other Experiential Techniques 


In addition to Whitaker’s procedures and Satir’s techniques, experiential family therapists 
may use other ways of working with families. These include play therapy, filial therapy, 
family drawings (Bing, 1970), and family puppet interviews (Duhl et al., 1973). 


PLAY THERAPY Play therapy is a general term for a variety of therapeutic interventions 
that use play media as the basis for communicating and working with children Johnson, 
Bruhn, Winek, Krepps, & Wiley, 1999). In child-centered play therapy, which is based on 
the humanistic theory of Carl Rogers, the therapist accepts the child unconditionally and 
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allows the child complete freedom of expression. In this process, the child explores feel- 
ings and relationships, usually by manipulating toys or figurines. The child, with the help 
of the therapist, comes to a resolution of troubling matters in his or her life over time by 
playing out themes and talking to the therapist about them. In experiential family therapy, 
play therapy is usually done within the context of a family session, and the child, as well 
as the family, may be involved in the manipulation of toys and the telling of stories that 
help everyone to reach resolution. 


FILIAL THERAPY Filial therapy, also known as child relationship enhancement fam- 
ily therapy (CREFT), is both a “therapeutic intervention and a preventive approach” 
(Garza & Watts, 2010, p. 108). It is used in family work by therapists from a number 
of theoretical approaches—for example, strategic and Bowen (Nims & Duba, 2011). 
The objective is “to train parents to be therapeutic agents with their own children 
through a format of didactic instruction, demonstration play sessions, required at- 
home laboratory play sessions and supervision” (Watts & Broaddus, 2002, p. 372). 
Filial therapy was “first developed and researched by Bernard and Louise Guerney in 
the early 1960s and originally intended to be a long-term parent training program. 
The model’s limited focus was working with parents whose children—age 10 and 
younger—had serious emotional and behavioral difficulties” (Garza, Watts, & Kinsworthy, 
2007, p. 277). As such, filial therapy is a hybrid form of child-centered play therapy in 
which parents (or other primary caregivers) engage in play therapy with their chil- 
dren (Guerney & Guerney, 1994). 

The overlap between family therapy and filial therapy is known as child-parent 
relationship therapy (CPRT), which teaches parents the key skills of child-centered play 
therapy (Cornett 2012; Kinsworthy & Garza, 2010). Regardless of its form, the aim of filial 
therapy is to address the child’s problems in the context of the parent-child relationship, 
effecting changes in parent-child interactions Johnson et al., 1999). In filial therapy, fam- 
ily therapists can work with parents in groups in which parents can give and receive 
feedback and suggestions (Guerney, 1991) or with individual families (VanFleet, 1994). 

Research on filial therapy has shown that it is effective in strengthening parent-child 
relationships (Garza et al., 2007). In filial therapy, parents learn to acquire reflective lis- 
tening skills, allow their children to be self-directed, and become more involved in 
accepting their children’s emotional expressions and behaviors (Johnson et al., 1999). 
These positive behaviors are maintained for the long term, and there is a decrease in the 
number of problematic behaviors from children as reported by parents (Garza et al., 
2007). Generally, filial therapy equips parents to handle emotional expression and prob- 
lems with their children better and reduce parenting stress for couples. It focuses on 
building “the kind of relationship where the child feels safe enough to play out problems 

. and to express . . . emotions fully through symbolic expression” (Watts & Broaddus, 
2002, p. 374). An especially attractive feature of filial therapy is that it has been found 
effective with culturally diverse populations, including Chinese, Israeli, and American 
Indian parents (Garza et al., 2007). 


Family Reflection: Carl Whitaker's spontaneous and absurd techniques, such as falling asleep 
and having a dream during a therapy session, have been both praised and criticized. How do 
you think your family of origin would have responded to such techniques, had they been in 
family therapy? Can you see yourself behaving in this way as a family therapist? Why? 
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FAMILY DRAWINGS Experiential family therapists have at their disposal many variations 
on the technique of family drawings. One is the joint family scribble, in which each family 
member makes a brief scribble. After these scribbles have been made, the whole family 
incorporates their scribbles collectively into a unified picture (Kwiatkowska, 1967). In this 
procedure, family members get a feel for what it is to work both individually and together. 
The advantages and disadvantages of each can be talked about, as well as what was pro- 
duced in each case. 

Another drawing approach is known as conjoint family drawing. In this proce- 
dure, families are given the instruction to “draw a picture as you see yourself as a family” 
(Bing, 1970). Each member of the family makes such a drawing and then shares through 
discussion the perceptions that emerge. A younger son might see his older brother as 
being closer to their parents. His drawing would reflect this spatial difference. On the 
other hand, a parent in the same family might see all of the family members as being 
equally close to one another and portray that perception in his or her drawing. 

Still another type of family drawing is the symbolic drawing of family life space 
(Geddes & Medway, 1977). In this projective technique, the therapist draws a large circle 
and instructs family members to include within the circle everything that represents the 
family and place outside of the circle those people and institutions that are not a part of 
the family. After this series of drawings, the family is asked to symbolically arrange them- 
selves, through drawing, within a large circle, according to how they relate to one another. 
An example of symbolic drawing of family life space is shown in Figure 9.4. 

Discussion should follow all of these types of drawing techniques. Family members 
can discuss what was drawn and why, as well as the dynamics of their life, as seen from 
the perspective of the individual members and the family as a whole. Different ways of 
interacting can be explored with the therapist and illustrated in another drawing. 


FIGURE 9.4 Symbolic drawing of family life space. 
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PUPPET INTERVIEWS In this procedure, the therapist asks one of the family members to 
make up a story using puppets (Irwin & Malloy, 1975). The idea is that family difficulties 
can be displayed in the story, and the therapist can gain valuable insight in an indirect 
manner. In the case, for example, of a 4-year-old girl who is having nightmares, the story 
might be one of a child who is taken by a witch to a land of dragons, where she is con- 
stantly threatened and helpless. Actual circumstances could relate to the child’s day-care 
arrangement in which personnel are scaring children into behaving. By acting out the 
scene with puppets, the child can begin to feel safe enough to talk about what is happen- 
ing in real life. 

Family therapists who utilize this process need to be sure that they have a variety of 
puppets for family members to use. This technique is limited in actual practice. Adults 
may resist expressing themselves through puppets because they prefer verbal interaction. 
Children may make up stories that have little or no relationship to what is occurring in 
their actual lives. A puppet technique, however, can be employed effectively in situations 
in which young children, shy children, or selectively mute children are being treated who 
will not or cannot relate much about family dynamics in other ways. Family puppet inter- 
views have also been found to be effective in cross-cultural settings, such as in Turkey. 


ROLE OF THE THERAPIST 


In the less structured tradition, an experiential family therapist assumes the role of active 
participant, a whole person—not a director or teacher. To be effective in this capacity, the 
therapist can use a cotherapist. According to Whitaker and other symbolic-experiential 
therapists, the presence of a cotherapist allows greater utilization of intuition (Napier & 
Whitaker, 1978). 

Experiential family therapists who follow Whitaker’s lead at times engage in sponta- 
neous and absurd activities, such as falling asleep in a therapy session or having a dream 
about a family and reporting back to the family what they dreamed. This use of the 
absurd can result in raised emotions, anxiety, and, often, insight (Keeney, 1986). It can 
also break down rational defenses. 

The role of the experiential family therapist from the more structured tradition is 
best described as that of being a facilitator and resource person. In these roles, therapists 
help family members understand themselves and others better. Furthermore, they help 
families discover their innate abilities and help promote clear communication (Simon, 
1989). The therapist makes use of himself or herself in interacting with the family (Mitten & 
Connell, 2004). Thus, “the therapist enters into relationship with each of the family mem- 
bers, uses his or her feelings as guides toward intervention, and models effective interac- 
tional styles” (Kane, 1994, p. 256). More-structured experiential family therapists use 
props or other objects, too, as representations or illustrations of distances and interaction 
patterns between people in families (Satir & Baldwin, 1983). 

Generally, experiential therapists try to assist family members in discovering their 
individuality and finding fulfilling roles for themselves. They do this by establishing an 
environment that communicates warmth, acceptance, respect, hope, and an orientation 
toward improvement and change (Woods & Martin, 1984). A warm environment pro- 
motes a willingness to take risks and open up. In such a setting, therapists help families 
take the first step toward change by verbalizing presuppositions of hope that the family 
has. They also help family members to clarify their goals and to use their natural abilities. 
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In addition to creating an atmosphere that encourages change, experiential family 
therapists promote growth by stimulating experiences that provide opportunities for per- 
sonal existential encounters (Mitten & Connell, 2004). Through these encounters, it is 
hoped that awareness and authenticity will increase and lead “to a reintegration of 
repressed or disowned parts of the self” (Costa, 1991, p. 122). 

Experiential family therapists are likely to behave as real, authentic people. In con- 
trast to psychoanalytic therapists, they do not encourage projection or act as blank screens 
for their families. The more involved, energetic, and creative experiential family therapists 
are, the greater chance they have of making a major impact on the families with whom 
they work. Experiential family therapy is an approach to working with families that helps 
both the families and the therapists gain self-awareness and growth. It requires not only 
commitment, but also active risk taking to be an effective experiential family therapist. 
Experiential family therapists must ask their client families to try new ways of interacting 
without knowing the ultimate effect of these behaviors. 


Family Reflection: Filial therapy equips parents to handle emotional responses of their children. 
Do you think such an approach is as valuable, less valuable, or more valuable in the long run 
than having the therapist in charge of handling such emotions? Why? 


PROCESS AND OUTCOME 


During experiential family therapy, family members should become more aware of their 
needs and feelings. They should share these impressions with each other. This illustrates 
the inside-out process of change promoted by experiential therapists (Duhl, 1983). 
Through therapy, family members become more attuned to their emotions and more 
capable of autonomy and real intimacy. Treatment is generally designed to help individ- 
ual family members find fulfilling roles for themselves without an overriding concern for 
the needs of the family as a whole. However, as in filial therapy, systemic changes occur 
(Johnson et al., 1999). 

Many experiential family therapists concentrate on whoever comes to therapy. Oth- 
ers insist on having the whole family in treatment. They request that three generations be 
present during each session (Whitaker, 1976). Even though the entire family is present, 
most experiential family therapists usually do not treat the family as a systemic unit. 
Instead, the emphasis is on the impact of what the therapist and other members of the 
family do in the sessions. Therapists believe that this knowledge is more powerful when 
shared with everyone present than when it is conveyed to others in the family indirectly. 

The process of family therapy differs for each experiential family therapist. Whitaker 
described family therapy as a process that “begins with a blind date and ends with an empty 
nest” (Whitaker & Bumberry, 1988, p. 53). For Whitaker, therapy occurred in three phases: 
(D engagement, (2) involvement, and (3) disentanglement. During these phases, the thera- 
pist increases, in a caring way, the family’s anxiety. The idea is to escalate pressure in order 
to produce a breakdown and breakthrough, both among family members and in the func- 
tioning of the family itself. Therapists use themselves, as well as planned and spontaneous 
actions, to intensify the sane and crazy elements within the family (Whitaker & Keith, 1981). 
Through these means, they get the family to move toward change. 

Engagement consists of therapists becoming personally involved with their fami- 
lies through the sharing of feelings, fantasies, and personal stories. During this time, 
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therapists encourage families to become invested in making needed changes within a 
structured environment. If all goes smoothly, therapists are able to demonstrate their car- 
ing attitude to client families. Next, during the involvement stage, therapists concentrate 
on helping families try new ways of relating through the use of playfulness, humor, and 
confrontation. The emphasis in this stage is on the family broadening its horizons and 
trying new behaviors. Once constructive action is taken and roles and rules are modified, 
therapists disengage from families and become their consultants. 

Similarly, Satir’s approach has three phases of intervention. In Satir’s Human Valida- 
tion Process Model, the three stages are (1) making contact, (2) chaos, and (3) integration. 
These phases are present in each interview and in the therapy as a whole. In the first stage— 
making contact—Satir would shake each person’s hand and focus her attention on that per- 
son, in an attempt to raise the level of the person’s self-worth (i.e., self-esteem). Satir (1988) 
compared self-worth with a pot. When the pot of self-worth is “high,” people are vitally 
alive and have faith in themselves. The opposite is true when the pot of self-worth is 
“low.” The establishment of trust and hope takes place during this first 45- to 60-minute 
nonjudgmental session as well. Family members would be asked what they hoped would 
come out of the therapy. Then through active techniques, Satir would begin to make 
interventions. 

During the second stage, chaos and disorder among family members are prevalent. 
Individuals are engaged in tasks, take risks, and share their hurt and pain. This stage is 
unpredictable, as family members open up and work on issues in a random order. 

In the last stage, integration and closure are worked on in regard to issues raised in 
the second stage. The third stage is often an emotional one. Satir, however, would inter- 
ject cognitive information at this time to help members understand themselves and issues 
more thoroughly. She might say to a man grieving the loss of his father with whom he 
was always distant, “You now understand through your hurt how your father kept all 
people, including you, from getting close to him.” 

The therapy is terminated when transactions can be completed and family members 
can see themselves as others do. It is vital that family members be able to share with each 
other honestly. It is a positive sign when members can argue, disagree, and make choices 
by taking responsibility for outcomes. The sending and receiving of clear communication 
is a further indicator that the family is ready to end treatment (Satir, 1964). If family mem- 
bers can tell each other, for example, that they would rather go somewhere different on 
vacation than back to the same beach they visited last year, progress has been made. 

Regardless of the techniques and procedures employed in the experiential approach, 
the primary goal of therapy is growth, especially in the areas of sensitivity and the sharing 
of feelings. Therapists and families focus on growing. Growth is usually accomplished 
through the therapist’s work of winning the battle for structure and the client family’s 
work of winning the battle for initiative (Napier & Whitaker, 1978). In the battle for 
structure, the therapist sets up the conditions (e.g., the length of sessions and/or the order 
of speaking) under which the family will proceed. In the battle for initiative, the family 
becomes actively involved and responsible for making changes that help them as indi- 
viduals and as a family (e.g., several family members express a desire to work through a 
disagreement that has continued to keep them angry and apart). If the battle for structure 
is won, chances are improved that the battle for initiative will go well. An ideal outcome 
for experiential family therapists is to help individuals gain congruence between their 
inner experiences and outward behaviors. 
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UNIQUE ASPECTS OF EXPERIENTIAL FAMILY THERAPY 
Emphases 


The unique qualities of the experiential approach are found at several levels that involve 
both people and processes. A major unique feature developed by Virginia Satir and by 
Bernard and Louise Guerney relates to the training programs set up to educate others in 
their approaches to family therapy. The Virginia Satir Global Network (http://satirglobal. 
org), formerly called the Avanta Network, carries on the interdisciplinary work of training 
therapists in Satir’s methods. The Guerneys’ training program in filial therapy is known as 
the National Institute of Relationship Enhancement (http://www.nire.org) and car- 
ries out regular training sessions in this approach. 

A second novel element of the experiential approach relates to research. “Experien- 
tial therapies are difficult to operationalize” (Mitten & Connell, 2004, p. 467). Neverthe- 
less, there has been some work in this area. Satir gave consent for her model and methods 
to be used in one research project. This study (Winter, 1989), which compared her work 
with that of Bowen and Haley, produced very favorable results at both a multiple-family 
group level and with individual family units. These results, plus her demonstration of 
work before large audiences of professionals, have given Satir’s approach, and the expe- 
riential school of therapy in general, credibility, with the possibility that more will be 
gained in the future through the generation of data, especially if Satir’s model is inte- 
grated more with a proven research approach, emotion-focused therapy (Brubacher, 
2006; Satir & Bitter, 2000). Similarly, the filial therapy approach of the Guerneys has dis- 
tinguished itself in regard to research (Johnson et al., 1999). 

Whitaker, on the other hand, was unique in his stance that empirical research, just 
like theory, can get in the way of helping a family. Whitaker reported numerous examples 
of how he conducted family therapy. He insisted that because each family is different, 
each treatment plan should be different and, therefore, cannot really be used for research. 
In essence, Whitaker is impossible to imitate, as are his therapeutic sessions (Framo, 1996). 

The length of treatment and the focus of therapists practicing experiential family 
therapy represent a third unique aspect. Experiential family therapy focuses on immedi- 
ate experiences and the uniqueness of every family. Treatment tends to be of shorter 
duration and often more direct than with historical-based approaches. 

A fourth quality of experiential family therapy is that it calls attention to emphasiz- 
ing people as well as structures within the change process. As a theory, experiential fam- 
ily therapy places a great deal of attention on persons within families. It emphasizes that 
families are composed of individuals. For family systems to change, those who are a part 
of them must alter their behaviors (Duhl, 1983). 


Comparison with Other Theories 


Experiential family therapy is often seen as hard to conceptualize and therefore hard to 
compare with other approaches. However, experiential approaches can be contrasted 
with other types of family therapy both directly and indirectly. 

One comparative aspect of many of the experiential approaches is their dependence 
on sensitive and charismatic therapists. Virginia Satir and Carl Whitaker, pioneers in the 
family therapy movement, both fit this profile. In addition, they were both rather large 
framed. They encouraged family members to participate physically in activities (e.g., using 
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props in the case of Satir) and by using their person (e.g., arm wrestling contests in the 
case of Whitaker). Both had a spontaneous theatrical style that was uniquely their own 
and made them difficult to emulate. Whitaker especially has been hard to model, partly 
because of his encouragement of intuitive action by a therapist and partly because of the 
need for a therapist to do an apprenticeship with him in order to really learn his approach 
(Sugarman, 1987). 

Unlike psychodynamic or Bowen family treatment, experiential family therapies 
focus on the present rather than the past. Such an emphasis can keep therapists and 
families from dealing with historical patterns or events. By neglecting historical informa- 
tion, therapists could miss data that shed light on patterns that, if properly understood, 
could be altered and thereby help alleviate problems. In this last respect, however, expe- 
riential and most other family therapies are the same. 

Experiential family therapies promote individual growth and intrapersonal change 
as opposed to family growth and interpersonal change. Although personal development 
is an admirable and noteworthy goal, it may not be sufficient in some cases to help fami- 
lies alter their dysfunctional behaviors. Individual members who become healthier during 
treatment may leave the family, or, if the family stays together, more-dysfunctional family 
members may work hard to return the family to the way it was before therapy. 

Finally, experiential approaches emphasize dealing with feelings in the here and 
now rather than concentrating on guidance for now and the future. Some theorists criti- 
cize making therapeutic interventions without offering family members education about 
how to help themselves in the future. This critique of the experiential therapies, however, 
has not altered the overall emphasis of the approach (Duhl & Duhl, 1981). Furthermore, 
there is a growing awareness of the importance of the common element of emotion in 
Satir’s model and in emotion-focused therapy (EFT), with a movement to integrate Satir’s 
human validation process model with EFT as its theoretical foundation. 


CASE ILLUSTRATION 


The Steinhauer Family 
Family Background 


When Frank first bumped into Heather, it was literally, in a car. The accident was minor, 
but the mutual interest between the divorced man and the widow soon grew. In 6 months, 
Frank had proposed, and the wedding took place on the anniversary of their collision. 
Frank’s 16-year-old son, David, was reluctantly his father’s best man, and Heather’s 8- and 
9-year-old daughters, Ruth and Sarah, respectively, were her bridesmaids. 

Heather’s daughters quickly accepted Frank as their new father. (Their biological 
father had died of a heart attack when they were 4 and 5 years old, respectively.) David, 
dually diagnosed as intellectually disabled and depressed, was not as accepting and told 
Heather prior to the wedding ceremony that he already had a mother, Judy. Judy and his 
father had divorced in a nasty civil suit 2 years previously. 

Although David was since disrespectful to Heather in subtle ways, Heather worried 
more about her daughters’ behavior in regard to Frank. They frequently manipulated him 
into buying them clothes and toys that the family budget could not afford. Frank reassured 
Heather that his behavior with respect to the girls was temporary, but she thought otherwise. 
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Frank was 50 years old, the oldest sibling in his family of origin, which was composed of 
him, his now-45-year-old sister, Emily, and his parents, both hardworking, part-time school- 
teachers who were in phased retirement and ill health. Heather believed that he should be 
wiser and more appropriate in his interactions with her daughters. Recently, Heather started 
scolding Frank and then withdrawing into silence. According to Frank, she was acting more 
like a 3-year-old than like the 43-year-old woman that she was. 


Conceptualization of Family: Experiential Perspective 


As a blended family, the Steinhauers are encountering difficulties in becoming a function- 
ing unit. Some of it is at a conscious, overt level, and some of it appears unconscious and 
covert. David is openly withdrawn from his stepmother, and Heather has begun an emo- 
tional withdrawal from Frank. At the same time, Frank is being drawn into a relationship 
with Heather’s daughters, who are manipulating him into buying them things they want. 
Frank is treating them well on the surface, but it is difficult to tell whether he has anything 
more than a superficial interaction with them. Furthermore, it is interesting to note that 
Frank has continued his behavior with Heather’s daughters despite her disapproval. 

There is stress in the marital unit, as well as between the generations. It appears that 
individual members of the family are having problems, too. Clear communication is lack- 
ing. Family members seem to hurt themselves and others when they try to make a point 
(e.g., by giving one another the “cold shoulder”). 


Process of Treatment: Experiential Family Therapy 


To help the Steinhauers become a more functional family, an experiential family therapist 
would go through three phases of treatment and, most likely, would use a number of 
procedures. If the therapist followed Whitaker’s symbolic-experiential approach, he or 
she might initially show care and concern for the family through expressing feelings 
about individual family members. In this process, the therapist would address remarks to 
one member of the family at a time. However, it is the manner in which the therapist's 
remarks are conveyed that establishes trust among all members. 

The therapist following Satir’s model would likewise focus initially on making con- 
tact with family members at a personal level. In such a scenario, the therapist would use 
“T” statements, such as, “Heather, I really hear that you are feeling hurt and angry about 
Frank’s behavior.” The emphasis in such a first session would be on making sure family 
members felt validated and affirmed as members of the family unit. 

After this preliminary engagement/contact, the therapist would move the family into 
involvement. For a therapist following Whitaker’s symbolic-experiential approach, 
involvement is getting the family to win the battle for initiative by working on problem- 
atic areas. In the case of the Steinhauers, these behaviors range from the proper expres- 
sion of affection to the expression of anger. To make the family more aware of the 
importance of the issues involved, a symbolic-experiential therapist might do something 
absurd, such as sharing a daydream with the family about their situation. Through such a 
process, some unconscious aspects of the family’s life would become more obvious. The 
therapist would also try to get individuals talking to one another about their feelings and 
how they handled them previous to this family situation. An opportunity would then be 
given for family members to try new behaviors. 

In the Satir model, the middle part of the therapeutic process might involve chaos, 
out of which would come clarity. This middle phase would involve such procedures as 
sculpting, choreography, or art, in which members would get an opportunity to express 
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their feelings in direct and indirect ways. Props might be used in these situations to 
enhance the quality of the affect that is generated. There would be an emphasis at this 
stage on exploring, through activities, concerns such as individual self-worth and their 


family life together (Satir, 1972). 


In the final stage of the experiential process, a symbolic-experiential therapist 
would disengage from the Steinhauer family by encouraging family members to speak 
more to each other. Similarly, in the Satir model, the therapist would help the Steinhauer 
family integrate what they learned through their enactments and come to closure. A more 
cognitive focus would eventually be emphasized by Satir, after emotions concerning the 


therapeutic experience were expressed. 


Summary and Conclusion 


Experiential family therapy grew out of the humanistic- 
existential psychology movement of the 1960s. Its 
founders were involved with experimental and experi- 
ential forms of treatment. They concentrated on imme- 
diate personal interactions and sometimes conducted 
their family sessions like a group by treating all mem- 
bers of the family as equals. Above all, they stressed the 
importance of taking risks and expressing emotions. 

Some of the initial practitioners within this theo- 
retical camp, such as Carl Whitaker, relied more on 
their personality, creativity, and spontaneity to help 
them make timely and effective interventions with 
families. Other founders of this approach, such as 
Virginia Satir, developed highly structured treatment 
methods, such as using “I” messages, sculpting, and 
family reconstruction. Most clinicians who favor this 
approach today lean toward this latter method of treat- 
ment and have specific techniques and procedures 
that they employ. 

Some of the major roles of experiential family 
therapists are to act as facilitators and resource per- 
sons. Therapists encourage change and set up a warm 
and accepting environment in which such a process is 
possible. Most experiential family therapists use a 
wide variety of techniques that are both concrete and 


Summary Table 

MAJOR THEORISTS 
Major theorists in experiential family therapy 
include Virginia Satir, Peggy Papp, Frank Duhl, 
Bunny Duhl, Carl Whitaker, Louise Guerney, 


Bernard Guerney, Walter Kempler, David Keith, 
Leslie Greenberg, and Augustus Napier. 


metaphorical. They act as models of clear communi- 
cation in the hope of promoting intimacy and auton- 
omy. It is assumed that, if individuals within families 
find proper roles for themselves, the family as a whole 
will function well. 

Some of the pioneers of family therapy, such as 
Virginia Satir and Carl Whitaker, are among the best- 
known experiential family therapists. Although the 
therapy they helped to develop is valued for its 
emphasis on stressing the importance of affect in fami- 
lies, it is perceived as weak from a traditional research 
perspective, except in the area of filial therapy. Fur- 
thermore, focusing on persons within the family 
instead of on the family as a whole can make systemic 
change difficult. Complicating the matter still further is 
the emphasis from the experiential perspective of con- 
centrating on the here and now at the expense of 
teaching families how to work better in the future. 

Many forms of experiential family therapy are 
seen as less viable today than previously because of 
the accountability that is linked with therapeutic treat- 
ment. However, this approach continues to be attrac- 
tive to many practitioners, and the institutes set up by 
Satir and the Guerneys hold promise for its continued 
development and growth. 


PREMISES OF THE THEORY 


Family problems are rooted in suppression of 
feelings, rigidity, denial of impulses, lack of aware- 
ness, emotional deadness, and overuse of defense 
mechanisms. 
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TREATMENT TECHNIQUES 


There are two groups of experiential therapists. The 
first, exemplified by Whitaker, prefer to use fewer 
techniques, whereas the second, exemplified by Satir, 
employ highly structured activities in their therapies: 


Therapists such as Carl Whitaker use the power 
of their personalities as a technique to bring 
about change. They disregard theory and 
emphasize intuitive spontaneity. Even thera- 
pists who avoid concrete techniques will often 
incorporate a few of Whitaker’s seven active 
interventions: 


e Redefine symptoms as efforts for growth. 

e Model fantasy alternatives to real-life 
stress. 

e Separate interpersonal stress and intrap- 
ersonal stress. 

e Add practical bits of intervention. 

e Augment the despair of a family mem- 
ber. 

e Promote affective confrontation. 

e Treat children like children and not like 
peers. 


Other clinicians, such as Virginia Satir, use more 
metaphorical and concrete techniques, such as 
the following: 


e Modeling and teaching clear communi- 
cation skills. 

e Sculpting. 

e Choreography. 

e Humor. 

e Touch. 

e Props. 

e Reconstruction. 
Other experiential therapy techniques include 
the following: 


e Play therapy. 

e Filial therapy. 

e Family drawings/art therapy. 
e Puppet interviews. 


ROLE OF THE THERAPIST 
Therapists use their personalities. 


Therapists must be open, spontaneous, empathic, 
sensitive, and demonstrate caring and acceptance. 


They must be willing to share and risk, be genu- 
ine, and increase stress within the family and its 
members. 


They must deal with regression therapeutically 
and teach family members new skills in clearly 
communicating their feelings. 


PROCESS AND OUTCOME 


Family members become more aware of their 
needs and feelings. 


Therapy for Whitaker occurs in three phases: 
engagement, involvement, and disentanglement. 


Therapy for Satir occurs in three stages: making 
contact, chaos, and integration. 

Therapists and families focus on growing and 
winning the battles for structure and initiative, 
respectfully. 


UNIQUE ASPECTS OF EXPERIENTIAL FAMILY 
THERAPY 


Experiential family therapy emphasizes the 
following: 


e Setting up training programs in family 
therapy. 

e The fact that, despite difficulty in opera- 
tionalizing experiential concepts for 
research, outcomes for this therapy have 
been promising. 

e Treatment that is focused on the present 
and short in duration. 

e The individuals within each family, as 
well as family structures. 


Comparison with Other Theories 


Much of the effectiveness of experiential family 
therapy depends on the sensitivity, spontaneity, 
creativity, and timing of the therapist. 


Unlike psychodynamic or Bowen family treat- 
ment, experiential therapists focus on the 
present and could miss historical patterns that 
might help alleviate problems. 

Much of the practice of experiential family ther- 
apy is not systems oriented. 


The experiential approach can overemphasize 
emotion and fail to provide solutions for future 
concerns. 


CHAPTER 10 


Behavioral and 
Cognitive-Behavioral 
Family Therapies 


They trade insults and accusations like children 
afraid to be vulnerable and scared not to be. 
Underneath all the words and bravado 
is a backlog of bitter emotion 
dormant so long that like dry kindling 
it burst into flames when sparked. 
Through the dark and heated fights 
points are made that leave a mark. 

In the early morning, she cries silently 
into black coffee grown cold with age 
while he sits behind a mahogany desk 
and experiences the loneliness of depression. 


Gladding, 1991b 


CHAPTER OVERVIEW 
From reading this chapter, you will learn about 


m Behavioral family therapy (BFT), including functional family therapy, and cognitive- 
behavioral family therapy (CBFT). 

m The major theorists, premises, techniques, roles of the therapist, processes, and 
outcomes of BFT and CBFT family therapy. 

m The uniqueness of BFT and CBFT family approaches, including their use in parent 
training and the treatment of sexual dysfunctions. 


As you read, consider 

m How actions and thoughts influence feelings. 

m Which of the many BFT and CBFT techniques you find most appealing and why. 
m Where you might use BFT and CBFT approaches and techniques in your life. 
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from the research and writings of Ivan Pavlov, John B. Watson, and B. F. Skinner. 

Initially, it focused on observable behavior and concentrated on assisting individu- 
als to modify dysfunctional behaviors. Since the 1970s, the effect of cognitions (i.e., 
thoughts) has become incorporated into behaviorism, an approach known as cognitive- 
behavioral therapy. 

Behavioral family therapy (BFT) is a fairly recent treatment methodology and 
had its origins in research involving the modification of children’s actions by parents 
(Horne & Sayger, 2000). The initial work in this area was conducted at the Oregon Social 
Learning Center (Eugene, OR) under the direction of Gerald Patterson and John Reid in 
the mid-1960s. It involved training parents and significant adults in a child’s environment 
to be agents of change (Patterson, 1975; Patterson & Gullion, 1971). Treatment proce- 
dures were based on social learning theory (Bandura & Walters, 1963), which stressed 
the importance of modeling new behaviors. Techniques included “the use of rewards 
such as candy, but quickly moved toward using basic point systems, modeling, time-out, 
and contingent attention” (Horne & Sayger, 2000, p. 457). The emphasis in this program 
gradually shifted toward working with families in their natural settings. 

From this rather structured beginning, in which observers recorded family problems 
on a checklist that was linear in nature (i.e., “A” caused “B”), BFT grew to embrace a 
more interactional style of explaining family behavior patterns and treating family behav- 
ior problems (Falloon, 1988). A type of BFT that is basically systemic is functional fam- 
ily therapy (Alexander & Parsons, 1982; Barton & Alexander, 1981). 

Similarly, cognitive-behavioral family therapy (CBFT) is a fairly new treatment, 
although the importance of thoughts has been stressed throughout history. “It appears that 
cognitive restructuring and inducing behavioral change is much of what therapists attempt 
to do regardless of the modality that they espouse” (Dattilio, 2001, p. 6). Cognitive-behavioral 
theorists postulate that “cognitions such as irrational beliefs, arbitrary inference, dichoto- 
mous reasoning, and overgeneralization can be primary factors in causing, or at least 
maintaining, maladaptive behaviors and psychological disorders in individuals” (Sullivan & 
Schwebel, 1995, p. 298). Thus, cognitive-behavioral therapists work with their clients to 
challenge unproductive and detrimental beliefs and construct useful ones. 

Since the 1970s a concerted effort has been made to apply cognitive-behavioral 
theory and procedures to couples and families (e.g., Baucom & Epstein, 1990; Beck, 1976; 
Dattilio & Bevilacqua, 2000; Ellis, 2000; Schwebel & Fine, 1994). Cognitive-behavioral 
approaches to working with families now appear to be fully developed and even 
“conducted against the backdrop of a systems approach” (Dattilio, 2001, p. 7). Some of 
the leading proponents of cognitive-behavioral marital and family therapy are Aaron 
Beck, Frank Dattilio, Albert Ellis, Norman Epstein, and Andrew Schwebel. 

This chapter examines the major forms of behavioral and CBFT. Both have been 
found “to be equally effective or more effective than comparison family treatments” 
(Northey, Wells, Silverman, & Bailey, 2003, p. 537). 


Bente: is one of the oldest traditions in the helping professions. It developed 


MAJOR THEORISTS 


There are many well-known behavior and cognitive-behavioral theorists. Early pioneers in 
this area were John B. Watson, Mary Cover Jones, and Ivan Pavlov. It was not, however, 
until the emergence of B. F. Skinner that behaviorism gained national prominence. Skinner 
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was the first to use the term behavior therapy. He argued convincingly that behavior prob- 
lems can be dealt with directly, not simply as symptoms of underlying psychic conflict. 
Skinner was also the originator and a proponent of operant conditioning. This view- 
point says that people learn through rewards and punishments to respond behaviorally to 
their environments in certain ways. For instance, if a man smiles at a woman and she 
smiles back, he may voluntarily approach and talk with her because his initial action was 
reinforced. Skinner publicized his ideas on operant conditioning in such scholarly texts as 
Science and Human Behavior (1953) and in popular books such as Walden Two (1948). 

It is on the work of Skinner, combined with that of Joseph Wolpe and Albert Bandura, 
that much of BFT and CBFT was built. Other significant contributions in this area have 
come from Gerald Patterson, Richard Stuart, Norman Epstein, Neil Jacobson, John Gottman, 
Walter Mischel, Robert Weiss, Ed Katkin, Gayola Margolin, Michael Crowe, Albert Ellis, 
Aaron Beck, Frank Dattilio, David Burns, and Donald Meichenbaum. Gerald Patterson 
and Neil Jacobson are highlighted here as representatives of this approach. 


Gerald Patterson (1926-) 


Gerald Patterson was raised in Minnesota and fought in World War II, in which he was 
severely wounded. After returning from the war, he entered college but was told by doc- 
tors that he was going blind. Rather than continue his studies, he set out to see Alaska but 
ran out of money in Oregon. Realizing that his eyesight had stabilized, he reenrolled in 
college at the University of Oregon (Eugene, OR), where he earned a bachelor’s and a 
master’s degree in psychology. He then went on to earn a Ph.D. at the University of Min- 
nesota (Minneapolis, MN) in clinical psychology in 1956. He returned to the University of 
Oregon as an assistant professor and became one of the pioneers of the Oregon social 
learning research group. 

Patterson is often credited as being the primary theorist who began the practice of 
applying behavioral theory to family problems in the 1960s. His work at the Oregon Social 
Learning Center (Eugene, OR), especially in training parents to act as agents of change in 
their children’s environment, led to the identification of a number of behavior problems 
and corrective interventions. Among the interventions utilized in helping parents and chil- 
dren are primary rewards, such as the use of candy, and innovative techniques involving 
modeling, point systems, time-out, and contingent attention (Patterson & Brodsky, 1966; 
Patterson, Jones, Whittier, & Wright, 1965; Patterson, McNeal, Hawkins, & Phelps, 1967). 
Patterson and his associates developed a family observational coding system to use in 
assessing dysfunctional behaviors through their observations of parents and children in 
laboratories and natural environments (e.g., homes, neighborhoods, and schools). 

Patterson (1975) was also instrumental in writing programmed workbooks for par- 
ents to employ in helping their children, and ultimately their families, modify behaviors. 
He is credited with playing a critical role in the extension of learning principles and tech- 
niques to family and marital problems. His practical application of social learning theory 
has had a major impact on family therapy. He has influenced other behaviorists to work 
from a systemic perspective in dealing with families. 


Neil Jacobson (1949-1999) 


Neil Jacobson, like a number of prominent theorists in BFT, began his work in the 1970s. 
As a graduate student in psychology at the University of North Carolina (Chapel Hill, NC) 
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in 1972, he initially intended to be a psychoanalytic and humanistic-oriented clinician. 
However, he “became a born-again behavior therapist” (Hines, 1998, p. 244) after reading 
Albert Bandura’s (1969) Principles of Behavior Modification. The appeal of behaviorism, 
according to Jacobson, was not the theory itself, but the accountability, empiricism, and meth- 
odologies associated with the theory. Jacobson pursued behaviorism with a passion, reading 
books and articles by Albert Bandura, Walter Mischel, Richard Stuart, Gerald Patterson, and 
Bob Weiss and arranging to meet some of these individuals at the conferences of the 
Association for the Advancement of Behavior Therapy (Wood & Jacobson, 1990). 

After completing his doctorate, Jacobson settled into an academic career at the Uni- 
versity of Washington (Seattle, WA) in 1979. There he developed a clinical practice based 
on research. His practice helped refine his theoretical contributions to behavioral marital 
therapy and domestic violence. His graduate students also kept him focused on theory 
and challenged him to advance it. According to Jacobson, while behaviorism is at the 
base of his theory, the clinical application of his approach is more eclectic (Hines, 1998). 
Jacobson crusaded to bridge the gap between “academic statistical research and in-the- 
trenches, clinical-outcome research” (Wylie, 1999, p. 16). 

Jacobson, until his untimely death on June 2, 1999, was on the leading edge of the 
family therapy field. He was involved in longitudinal research on couples and was con- 
stantly making discoveries, some of which were controversial. For example, Jacobson 
and his colleagues found that 20% of male batterers, whom he designated as type I, or 
“cobras,” have lower (i.e., decelerated) heart rates during times of physical assault, not 
higher as previously thought Jacobson, Gottman, & Shortt, 1995). Jacobson, along with 
his research team, also found that acceptance—loving your partner as a complete person 
and not focusing on differences—may lead to an ability to overcome fights that continu- 
ously focus on the same topic (Christensen & Jacobson, 2000). Such a strategy may pro- 
mote change. 

Jacobson’s findings and insights challenge marital and family therapy practitioners 
to be more innovative and effective in their work. His nearly 200 research papers and 
articles and nine books are still widely cited and emulated as standards of scholarly and 
pragmatic writing (Wylie, 1999). Overall, Jacobson’s research is a legacy that has contrib- 
uted greatly to clinicians’ understanding of couples interactions and ways of promoting 
positive family relationships. 


PREMISES OF THE THEORY 


In its simplest forms, BFT is based on the theoretical foundations of behavioral therapy 
in general, especially classical and operant conditioning. An assumption underlying this 
premise is that all behavior is learned and that people, including families, act according to 
how they have been previously reinforced. Behavior is maintained by its consequences and 
will continue unless more rewarding consequences result from new behaviors (Patterson, 
1975). 

A second major principle of this approach is that maladaptive behaviors and not 
underlying causes should be the targets of change. The primary concern of behaviorists is 
with changing present behavior, not with dealing with historical developments. Ineffec- 
tive behaviors can be extinguished and replaced with new sequences of behavior pat- 
terns. To do this, continuous assessment of treatment is recommended. Tangible behavior 
changes in the present are the focus of behaviorally based family therapists. 
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A third premise behind BFT is the belief that not everyone in the family has to be 
treated for change to occur. Many behavioral family therapists work with only one mem- 
ber of a couple or family. In most reported cases involving one individual, the targeted 
person is the wife. The reason is that women have traditionally been more open to ther- 
apy and therapeutic interventions than men. In the therapeutic process, behaviorists teach 
this person new, appropriate, and functional skills, such as assertiveness (i.e., asking for 
what one wants) and desensitization (i.e., overcoming unnecessary and debilitating 
anxiety associated with a particular event) (Goldiamond, 1965; Lazarus, 1968). Behavioral 
family therapists who are more systemic concentrate on dyadic relationships, such as a 
parent and child or the couple system (Dattilio, 1998; Gordon & Davidson, 1981; Stuart, 
1980, 1998). The idea behind this procedure is that the correction of dysfunctional behav- 
iors in key members of a family results in significant, measurable, positive changes in the 
family as a whole. 

Because of its focus on identifiable, overt behavioral changes with individuals some- 
times apart from the family as a unit, the behavioral approach is not usually considered a 
systemic approach to working with families in the fullest sense of the term. Behaviorism 
does share with systems theory an emphasis on the importance of “family rules and pat- 
terned communication processes, as well as a functional approach to outcome” (Walsh, 
1982, p. 17). Furthermore, a number of behaviorally based family therapists, known as 
functional family therapists, operate from a systemic perspective (e.g., Alexander & Parsons, 
1982; Barton & Alexander, 1981). 

Regardless of its degree of systems orientation, BFT emphasizes the major tech- 
niques within a behavioral theory approach, such as stimulus, reinforcement, shaping, 
and modeling. Some practitioners of this approach incorporate social exchange theory 
(Thibaut & Kelley, 1959), which stresses the rewards and costs of relationships in family 
life according to a behavioral economy. For example, individuals stay in marital relation- 
ships because the rewards they receive are equal to or greater than the cost to them in 
time, effort, and resources. Otherwise, they leave. A major focus behind the idea of social 
exchange is mutual reciprocity—for example, pleasantness begets pleasantness. 


Family Reflection: When have you seen social exchange theory work within a family? Do you 
think mutual reciprocity always works? Why or why not? 


Many behavioral therapists also emphasize cognitive aspects of treatment (Dattilio & 
Bevilacqua, 2000; DiGuiseppe, 1988; Epstein, Schlesinger, & Dryden, 1988). In the 
cognitive-behavioral approach, attention focuses on what family members are thinking, 
as well as on how they are feeling and behaving. Cognitive-behaviorists believe that it is 
important to gain insight into how cognitions influence a problem (Watts, 2001). The 
premise behind cognitive-behavioral theory is that “the relationship-related cogni- 
tions individuals hold, shape how they think, feel, and behave in couple and family 
relationships” (Sullivan & Schwebel, 1995, p. 298). Relationship-related cognitions con- 
tain assumptions about how relationships work and the roles people play in them; 
expectations and perceptions regarding what particular events occur in relationships; 
and standards about how individuals in relationships should behave and how relation- 
ships ought to work. 
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In CBFT, there are health-promoting, relationship-related cognitions that promote 
growth and negative relationship-related cognitions that lead to distress and conflict. In 
healthy relationships, partners might believe, for example, that it takes work to build a 
relationship, that both partners’ needs are important, and that relationships are not always 
going to be free of conflict. Conversely, partners in unhealthy relations might believe that 
they do not have to work at relationships, that one partner’s needs are more important 
than the other’s, and that good relationships are free of conflict. 

In addition, therapists must deal with irrational beliefs on the part of resistant family 
members. Examples of such irrational beliefs (Ellis, 1985, p. 32) include the following: 


e “I must do well at changing myself, and I’m an incompetent, hopeless client if I don’t.” 

e “You [the therapist and others] must help me change, and you’re rotten people if you 
don’t.” 

e “Changing myself must occur quickly and easily, and it’s horrible if it doesn’t.” 


TYPES OF BEHAVIORAL AND COGNITIVE-BEHAVIORAL 
FAMILY THERAPIES 


Behaviorism (with or without a cognitive component) has more specific forms of treat- 
ment than any other form of family therapy, with the exception of strategic family ther- 
apy. Four of the most prevalent forms of behavioral and CBFT are behavioral parent 
training, functional family therapy, behavioral treatment of sexual dysfunctions, and 
cognitive-behavioral family therapy. 


Behavioral Parent Training 


Parenting behaviors are those that are used to socialize and manage children. Four styles 
of parenting have been identified: authoritative, authoritarian, permissive, and 
neglectful. One style, authoritative, is more effective than the others. As a group author- 
itative parents “use developmentally appropriate demands, maintain control of children 
when needed yet... are responsive, affectionate, and communicate effective with their 
children” (Alegre, 2011, p. 57). 

Behavioral approaches with parents are known as parent-skills training and par- 
ent therapies. In the first of these models, the therapist serves as a social learning edu- 
cator whose prime responsibility is to change parents’ responses to a child or children, 
through both thoughts and actions. By effecting such a change in parents, children’s 
behavior is altered. This type of treatment is linear in nature, and therapists who utilize it 
are precise and direct in following a set procedure. An example of parent-skills training 
is parent-child interaction therapy (PCIT), in which children’s behavioral problems 
are addressed in a two-stage intervention model: a relationship enhancement phase and 
a discipline phase (Galanter et al., 2012). In the second of these models, parents are con- 
sidered clients in their own right. This approach attempt to improve the reactions, self- 
esteem, perceived support, and well-being of parents as a goal in itself (Weinblatt & 
Omer, 2008). 

In either approach, but especially in parent-skills training, one of the initial and 
main tasks of the therapist is to define a specific problem behavior. The behavior is 
monitored in regard to its antecedents and consequences. The parents are then trained 
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in social learning theory (Bandura, 1969). Parent-training procedures usually include 
verbal and performance methods. Verbal methods involve didactic instruction, as well 
as written materials. The aim is to influence thoughts and messages. Performance train- 
ing methods may involve role playing, modeling, engaging in behavioral rehearsal, and 
prompting. Their focus is on improving parent-child interactions. Regardless of the 
form of the training, parents are asked to chart the problem behavior over the course of 
treatment. Successful efforts are rewarded through encouragement and compliments by 
the therapist. 

A psychoeducational parenting program that is essentially cognitive-behavioral in 
approach has been found to be especially effective as an intervention for at-risk parenting 
behavior (Nicholson, Anderson, Fox, & Brenner, 2002). This type of program has demon- 
strated significant gains among low-income parents, who are at more risk for child abuse. 
Among these parents, measures of stress, anger, child behavior problems, and corporal 
punishment fell as a result of their participation in this course. “Children also made 
observable changes by increasing their positive behaviors and decreasing their negative 
behaviors” (Nicholson et al., 2002, p. 369). 

In parent therapies, parental variables are considered as important as child varia- 
bles, and the goal is to improve parental feelings. One way in which to do this is to pro- 
vide parents with training in nonviolent resistance, a sociopolitical model “aimed at 
helping parents deal effectively with their helplessness, isolation, and escalatory interac- 
tions with their children” (Weinblatt & Omer, 2008, p. 75). In this approach parents are 
redirected away from a child’s reactions and toward their own performance. The empha- 
sis is on commitment and acceptance rather than control. 


Functional Family Therapy 


Functional family therapy (FFT) is a family-based, empirically supported treatment 
for behavioral problems, especially with adolescents (Duncan, Davey, & Davey, 2011; 
Sexton & Turner, 2011). FFT is also a “multisystemic approach focusing on relevant 
systems at several levels (individual, family, and community), and all domains of client 
experience (biological, behavioral, affective, cognitive, cultural, and relational). [It] inte- 
grates different theoretical backgrounds from behavioral, systemic, cognitive, and intra- 
psychic therapies” (Breuk et al., 2006, p. 519). For functional family therapists, all 
behavior is adaptive and serves a function. Behaviors represent an effort by the family 
to meet needs in personal and interpersonal relationships. Ultimately, behaviors help 
family members achieve one of three interpersonal states (Alexander & Parsons, 1982; 
Sexton, 2010): 


1. Contact/closeness (merging). In the contact/closeness state, family members are 
drawn together (e.g., in their concern over the delinquent behavior of a juvenile). 

2. Distance/independence (separating). In separating, family members learn to 
stay away from each other for fear of fighting. 

3. A combination of states 1 and 2 (midpointing). In this situation, family members 
fluctuate in their emotional reactions to each other, so that individuals are both 
drawn toward and repelled from each other. 


Functional family therapy, which is systemic, is a three-stage process. In the first 
stage—assessment—the focus is on the function that the behavioral sequences serve. 
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The question is, “Do behavioral sequences promote closeness, create distances, or help 
the family achieve a task?” The therapist determines this through gathering information 
about the family by both asking questions and observing. 

The second stage of therapy involves change. The purpose is to help the family 
become more functional. It is carried out by: 


e Clarifying relationship dynamics. 

° Interrelating thoughts, feelings, and behaviors of family members. 
e Interpreting the functions of current family behavior. 

e Relabeling behavior so as to alleviate blame. 

e Discussing how the removal of a behavior will affect the family. 

e Shifting the treatment from one individual to the entire family. 


The third and final stage of functional family therapy—maintenance—focuses on 
educating the family and training them in skills that will be useful in dealing with future 
difficulties. Specific skills taught during this stage of therapy are those dealing with effec- 
tive communication, team building, and behavioral management (e.g., contracting). 

While there is evidence-based research to show that functional family therapy is 
effective, clinicians may still experience some difficulty in getting all members of a family 
to participate in FFT interventions. Furthermore, there is still further work that needs to 
be done in adapting FFT to applied clinical settings (Duncan et al., 2011). 


Behavioral Treatment of Sexual Dysfunctions 


In addition to working with couples on communication issues, behavioral approaches to 
marital and couple therapy also include behavioral treatment of sexual dysfunctions 
(Althof, 2010; Stinson, 2009). Such treatment may seem passé in light of pharmaceuticals 
that now enhance a man’s ability to have and maintain an erection. Yet, sexual function- 
ing is much more than having intercourse. It is a psychological as well as a physical expe- 
rience including factors related to intimacy, relationship satisfaction, self-esteem, and 
family life (Bridges, Lease, & Ellison, 2004; Southern & Cade, 2011). 

Masters and Johnson pioneered the cognitive-behavior approach to working with 
couples in the late 1960s and early 1970s with the publication of Human Sexual Response 
(1966) and Human Sexual Inadequacy (1970). Prior to these publications, “people with 
sexual dysfunctions relied primarily on folk cures or saw psychodynamically oriented 
therapists, who offered long-term insight-oriented treatment with questionable results” 
(Piercy & Sprenkle, 1986, p. 94). 

Masters and Johnson (1970) were not original in all of their contributions, but from 
their research and clinical observations, they delineated four phases of sexual respon- 
siveness: excitement, plateau, orgasm, and resolution. They also discovered the impor- 
tance of learning and behavioral techniques in the remediation of sexual dysfunctions. 
In their approach to the treatment of sexual dysfunctions and as currently employed, 
techniques are tailored to specific problems. A clinically relevant model for sexuality 
counseling is known by its acronym PLISSIT, with P signifying permission to talk 
about sexuality and sexual issues, LI signifying limited information (about the preva- 
lence and etiology of problems), SS signifying specific suggestions, and IT signifying 
intensive therapy. In almost all cases of working with couples on sexual issues, there is 
an emphasis on the biopsychosocial nature of sexual disorders. For couples who have 
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specific problems, specialized treatments are used ranging from relaxation training to 
couple therapy. 

Masters and Johnson (1970) stressed the conjoint treatment of couples using a dual- 
sex therapy team. A basic assumption in the Masters and Johnson approach that is still 
found in working with couples today is that there is no such thing as an uninvolved part- 
ner in a relationship in which some form of sexual inadequacy exists. To tailor a treat- 
ment plan for a couple, Masters and Johnson took an extensive sexual history on each 
partner, a practice that is still followed. Their work from beginning to end is systemic. 

In addition to Masters and Johnson, Helen Singer Kaplan (1974) developed direct 
behavioral treatment strategies to work with couples and combined this approach with 
psychoanalytic techniques. Unlike Masters and Johnson, Kaplan’s approach employs an 
outpatient treatment practice. According to Kaplan, couple sexual dysfunctions can result 
from one force or a combination of forces such as intrapsychic conflict (e.g., guilt, 
trauma, or shame), interpersonal couple conflict (e.g., marital discord and distrust), 
and anxiety (e.g., pressure to please and fear of failure). 

Joseph LoPiccolo (1978, 2002, 2004) and associates have also reported success with 
behavioral sex therapy techniques. In analyzing the success of heterosexual couples in 
behavioral sex therapy, Heiman, LoPiccolo, and LoPiccolo (1981) reported that behavio- 
ral approaches had the following elements in common: 


e Reduction of performance anxiety. 

° Sex education, including the use of sexual techniques—for example, in treating 
premature ejaculation, the squeeze technique, in which the woman learns to stim- 
ulate and stop the ejaculation urge in a man through physically stroking and firmly 
grasping his penis. 

e Skill training in communications. 

e Attitude change methodologies. 


Overall, behavioral-oriented therapy for sexual dysfunctions has been found to pro- 
duce excellent outcomes (Miller & Ullery, 2002; Southern & Cade, 2011). 


Cognitive-Behavioral Family Therapy 


In CBFT the same principles and techniques used in cognitive-behavioral marital 
therapy (CBMT) are employed, except on a broader and more extensive basis. The cog- 
nitive component of the therapy places a heavy emphasis on modifying personal or col- 
lective core beliefs, that is, schema. It is especially important to help change stable, 
entrenched, and long-standing beliefs that family members have about family life, such as 
about parenting, especially if such beliefs are not factual or functional (Azar, Nix, & 
Makin-Byrd, 2005; Dattilio, 2005). 

A major emphasis in CBFT is to teach families how to think for themselves and to 
think differently when it is helpful. When schemata are modified, the “behavioral compo- 
nent of CBFT focuses on several aspects of family members’ actions. These include: 


1. excess negative interaction and deficits in pleasing behaviors exchanged by family 
members 

2. expressive and listening skills used in communication 

3. problem solving skills 

4. negotiation and behavior change skills” (Dattilio, 2001, p. 11) 
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TREATMENT TECHNIQUES 


As a rule, behavioral and cognitive-behavioral family therapists use a variety of learning 
theory techniques to bring about change in families. Originally devised for treating indi- 
viduals, these techniques are modified and applied to problems encountered by couples 
and families. Among the best known of these procedures are positive reinforcement, 
extinction, shaping, desensitization, contingency contracts, and cognitive-behavior modi- 
fication. These techniques and others are described in the following sections. They are 
usually applied in combination so that family members learn individually and collectively 
how to give recognition and approval for desired behavior instead of rewarding maladap- 
tive actions. 


General Behavioral and Cognitive-Behavioral Approaches 


A review of BFT practice reveals that a relatively small number of interventions tend to 
form the basis for most therapeutic plans across a broad range of settings. They include 
education, communication and problem-solving training, operant conditioning approaches, 
and contingency management (Falloon, 1991, p. 81). 


EDUCATION Education includes a wide variety of methods intended to help family mem- 
bers learn more about how relationships work. The aim is to help them relate to one 
another better. Thus, families may be encouraged to attend lectures, read books together, 
view videos as a group, and even have discussions based on what they have heard, read, 
or seen. 


COMMUNICATION AND PROBLEM-SOLVING STRATEGIES Communication and problem- 
solving strategies and techniques are intended to help families develop mutually enhanc- 
ing social exchanges. “Instruction, modeling, and positive reinforcement (e.g., praise) are 
used to enhance communication skills until a level of competence has been achieved that 
satisfies the family and therapist” (Falloon, 1991, p. 82). Problem solving is directed at the 
resolution of conflict within the family. 


OPERANT CONDITIONING Operant conditioning is employed mostly in parent-child rela- 
tionships. “The most common approach involves teaching parents to use shaping and 
time out procedures to increase the desirable behavior patterns in children” (Falloon, 


1991, p. 83). 


CONTRACTING Contracting is used when family interactions have reached a severe level 
of hostility. Contracts build in rewards for behaving in a certain manner. A token econ- 
omy is one type of contract, but in many cases, more sophisticated ways of earning points 
and reinforcing appropriate behavior are used. 


Specific Behavioral and Cognitive-Behavioral Techniques 


The following sections highlight more specific techniques used in the behavioral and 
CBFT approaches. Almost all of these techniques are used frequently. They have the 
common characteristics of being operationally definable, precise, and measurable. They 
are applicable to psychological and, in some cases, sexual situations. Furthermore, they 
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foster change through having clients try new forms of acting. Overall, they are able to 
bring about fairly significant change in a short period of time. (Meichenbaum’s self- 
instructional training [1977] and stress inoculation techniques [1985] are particularly suited 
for children.) 


CLASSICAL CONDITIONING Classical conditioning is the oldest form of behaviorism. In 
it, a stimulus that is originally neutral is paired up with another event to elicit certain emo- 
tions through association. In the case of Pavlov’s dogs, the ringing of a bell was paired 
with the presenting of food so that the sound of the bell elicited a salutary response in the 
dogs. In families, classical conditioning is used to associate a person with a gratifying 
behavior, such as a pat on the back or a kind word. For instance, when a preschool child 
gets dressed, a parent might gently touch and praise him or her immediately after the task 
is completed. Through such a timely and rewarding interaction, the child may come to 
view the parent in a different and more positive way, that is, as someone who represents 
a pleasant association. Therefore, the relationship becomes more valued. 


COACHING In coaching, a therapist helps individuals, couples, and families make appro- 
priate responses by giving them verbal instructions. The therapist might say, “Sally, when 
you want John to make eye contact with you and he is looking around, gently touch him 
on the knee. John, that will be your signal to look directly at Sally.” Just as athletes excel 
through coaching, individuals, couples, and families do best when they are informed 
about what to do and then have an opportunity to practice their new responses. 


CONTINGENCY CONTRACTING In contingency contracting (see Figure 10.1), “a specific, 
usually written schedule or contract [describes] the terms for the trading or exchange of 
behaviors and reinforcers between two or more individuals” (Sauber, L’Abate, & Weeks, 
1985, p. 34). One action is contingent, or dependent, on another. For example, a child 
and her parent may write up an agreement whereby the daughter will receive an allow- 
ance of $5 a week upon taking the garbage out every day after supper. The way this type 
of contract is assessed is known as contingency management. 


EXTINCTION Extinction is the process by which previous reinforcers of an action are 
withdrawn so that behavior returns to its original level. For example, a child is ignored by 
a parent when having a temper tantrum. Similarly, a spouse may not be rewarded by his 


Contingency Contract 
week one 
(must earn 5 points for a reward) 


make clean hangup pick up set reada 
bed room clothes toys table book Goal 


George | \/ VA 4 VA Y Pizza 
Will Y vá P 
m| V vv iv | |W | ipay 


FIGURE 10.1 Contingency contract. 
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mate for saying unkind remarks. In almost all cases of extinction, it is important that a 
replacement behavior be positively reinforced to take the place of the behavior that is 
being extinguished. In the case of the child or the spouse just mentioned, attention 
should be given to appropriate or pleasing behaviors. 


Family Reflection: When have you or a member of your family extinguished a behavior—for 
example, smoking or eating junk food? What did you replace the extinguished behavior with? 
How effective was it? 


POSITIVE REINFORCEMENT A positive reinforcer is usually a material (e.g., food, money, 
or medals) or a social action (e.g., a smile or praise) that increases desired behaviors. For 
a reinforcer to be positive, the person involved must be willing to work for it. Children, 
for example, are often willing to perform certain actions when the reward is money, 
candy, or tokens. Adults may be prone to work for verbal or physical recognitions such 
as praise or smiles. 


QUID PRO QUO Literally translated, the Latin phrase quid pro quo means “something for 
something.” Behavioral marital contracts are often based on quid pro quo—that is, a 
spouse agrees to do something as long as the other spouse does something comparable. 
In maintaining a house, one spouse may agree to do the dishes if the other does the laun- 
dry. In a quid pro quo arrangement, everyone wins. When quid pro quo arrangements 
are in written form, they often take the shape of contingency contracts. 


RECIPROCITY The concept of reciprocity involves “the likelihood that two people will 
reinforce each other at approximately equitable rates over time” (Piercy & Sprenkle, 1986, 
p. 76). Many marital behavior therapists view marriage as based on this principle (Stuart, 
1969). When spouses are not reinforced reciprocally, one of them will often leave the 
relationship either emotionally or physically. If a spouse feels he or she is doing most of 
the couple’s work, such as paying the bills and keeping the house, but is not receiving 
adequate appreciation, he or she may stop taking care of these duties. 


SHAPING The process of learning in small, gradual steps is called shaping. It is often 
referred to as successive approximation (Bandura, 1969). For example, during potty 
training, children are reinforced in small steps from “running to the potty,” to “pulling 
down their pants,” to “sitting on the potty,” to “having a bowel movement in the potty.” 
Gradually, children put all of these actions together. In a similar fashion, couples learn to 
speak and act in routine ways that help them bond. He fixes breakfast in the morning 
while she takes a shower and gets dressed; then they share a meal and conversation 
together; then she fixes his lunch and starts the car while he gets dressed; and, finally, 
they leave for work together. 


SYSTEMATIC DESENSITIZATION ‘The process of systematic desensitization is one in 
which a person’s dysfunctional anxiety is reduced or eliminated through pairing it with 
incompatible behavior such as muscular or mental relaxation. This is a gradual procedure 
in which progressively higher levels of anxiety are treated one step at a time (Wolpe, 
1969). This treatment is one of the main approaches to several forms of sexual disorders, 
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Targeted behavior: speaking to others without being anxious 
Event Anxiety Rating 

Speaking in public to a large audience (20 people or more) 100% 
Speaking in public to a small audience (e.g., Scout troop) 90% 
Speaking with a group of strangers 80% 
Speaking casually with someone in a public place 70% 
Speaking to someone at a social event 55% 
Speaking casually with someone when we are alone 40% 
Speaking with my friends when | have an idea 30% 
Speaking with my friends in casual conversation 15% 
Speaking with my family 5% 
Being alone 0% 


FIGURE 10.2 Hierarchy of troublesome behaviors. 


such as vaginismus. It may also be used to help individuals feel less anxious about stating 
what they need from other members of the family. In all such instances, a hierarchy of 
troublesome behaviors is set up and worked through (see Figure 10.2). 


TIME-OUT The process of time-out involves removing persons (most often children) 
from an environment in which they have been reinforced for certain actions. Isolation, or 
time-out, from reinforcement for a limited amount of time (approximately 5 minutes) 
results in the cessation of the targeted action. For example, a child who is biting his sib- 
ling during play has to sit down in a separate room and face a wall for 5 minutes each 
time it happens. 

Time-outs can be used to shape the behaviors of normal children as well as the 
maladaptive behaviors of problem children. Although there is some controversy sur- 
rounding the use of time-out, evidence-based parenting programs should include time- 
out among other parenting strategies (Morawska & Sanders, 2011). Time-outs are best 
accompanied by a retraining program in which rewards are given when the undesirable 
behavior is absent for an agreed-upon period of time or if a competing, new, desirable 
behavior occurs several times a day (Thomas, 1992, p. 288). 


JOB CARD GROUNDING Job card grounding is a behavior modification technique that is 
used with preadolescents and adolescents (ages 11-18 years). It is more age appropriate 
than the continuous use of time-out. In this procedure, parents make a list of small jobs 
that take 15 to 20 minutes to complete and are not a part of the adolescent’s regular 
chores. These jobs are written on index cards, and materials to complete them are kept 
readily available. When a problem behavior begins and the adolescent does not heed a 
warning behavior, he or she is given one of the jobs to complete and is grounded until 
the job is finished successfully (Eaves, Sheperis, Blanchard, Baylot, & Doggett, 2005). 


GROUNDING Grounding is a disciplinary technique used primarily with adolescents in 
which the individual is removed from stimuli, thus limiting his or her reinforcement from 
the environment. 


Specifically, grounding means that the adolescent is required to attend school, perform 
regular chores, follow house rules, and stay in his or her room unless eating meals, 
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conducting chores, or attending school. Grounding further means that the adolescent is 
not allowed to (1) use the telephone; (2) watch television; (3) have access to the com- 
puter (other than schoolwork); (4) have visitors; or (5) engage in other reinforcing 
activities until the job is completed. (Eaves et al., 2005) 


CHARTING The procedure of charting involves asking a client or clients to keep an accu- 
rate record of the problematic behavior (Katkin, 1978). The idea is to get the family mem- 
ber to establish a baseline—that is, a recording of the occurrence of targeted behaviors 
before an intervention is made. From this baseline, modifications can be made to reduce 
problem behaviors. A couple might be asked to make a chart of the number of fights they 
have a day and the types of fights that occur. Similarly, a child may be asked to keep a 
chart of the number of fights he or she has with parents and when they occur. 


Family Reflection: In many families charts of children’s behaviors are kept on the refrigerator 
or some other prominent place. How do you think such a chart would work for families you 
know? What are the advantages and disadvantages to using charting as a technique in family 
therapy as you see them? 


PREMACK PRINCIPLE The Premack principle is a behavioral intervention in which 
family members must first do less pleasant tasks before they are allowed to engage in 
pleasurable activities (Premack, 1965). For example, a child having problems with school- 
work would be required to do his or her homework before going outside to play. This 
technique may have, as a by-product, closer parent-child relationships because parents 
serve as reinforcers for their children’s task accomplishment. 


DISPUTING IRRATIONAL THOUGHTS Disputing irrational thoughts through the use of 
an ABC format (A stands for the event, B stands for the thought, and C stands for the 
emotion) was discussed previously. It is crucial to realize that, in disputing (e.g., with 
couples), the absurdity of irrational thoughts is often stressed by cognitive-behavioral 
family therapists with remarks such as, “Where is it written that you should have all your 
needs filled in marriage?” (Ellis et al., 1989). It is hoped that through disputing, couples 
and families will develop more rational thoughts and behaviors. 


THOUGHT STOPPING The technique of thought stopping is used when a family mem- 
ber unproductively obsesses about an event or person. The therapist teaches the indi- 
vidual, or even in unusual cases the whole family, how to stop this repetitive and 
unhealthy behavior. This is done through inviting the person or persons involved to 
begin ruminating on a certain thought—for example, “My life is unfair.” In the midst of 
this rumination, the therapist yells, “Stop!” This unexpected response disrupts the per- 
son’s or family’s thought process. Instruction is then given to those involved on how to 
move from an external disruption like the one they just had to an internal process. As in 
the case of disputation, neutral or healthy thoughts are substituted for those that have 
been nonproductive or unhealthy. 


SELF-INSTRUCTIONAL TRAINING Self-instructional training is a form of self-management 
that focuses on people instructing themselves (Meichenbaum, 1977). It is assumed that 
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self-instruction affects behavior and behavioral change. Thus, problems may be based on 
maladaptive self-statements. In self-instructional training, a self-statement can serve as a 
practical clue in recalling a desirable behavioral sequence or it can interrupt automatic 
behaviors or thought chains and thereby encourage more-adaptive coping strategies. In 
families, spouses can use this approach in dealing with each other; however, it is more 
often employed in helping impulsive children “modulate their impulsivity through delib- 
erate and task-oriented ‘self-talk’” (Schwebel & Fine, 1994, p. 26). 


MODELING AND ROLE PLAYING Modeling and role playing can take many forms 
(Bandura, 1977). In certain situations, family members might be asked to act “as if” they 
were the person they wanted to be ideally. In other cases, family members might prac- 
tice a number of behaviors to see which work best. Feedback and corrective action, 
which are a part of modeling and role playing, can be given by the therapist or by other 
family members. 

Shame attack, a process within role playing, occurs when a family member does 
something that he or she previously dreaded (Ellis, 2000)—for example, asking for an 
allowance. Individuals who use this technique find that when they do not get what 
they ask for, they are not worse off for having asked. Similarly, family members may 
steel themselves for what lies ahead through a stress inoculation (Meichenbaum, 
1985). Here members break down potentially stressful events into manageable units 
that they can think about and handle through problem-solving techniques. Then the 
units are linked together so that the entire possible event can be envisioned and han- 
dled appropriately. 


ROLE OF THE THERAPIST 


In behavioral and cognitive-behavioral family therapies, the therapist is the expert, 
teacher, collaborator, and coach (Dattilio, 2001; Dattilio & Epstein, 2005; Schwebel & 
Fine, 1992). He or she helps families identify dysfunctional behaviors and thoughts and 
then works with these families to set up behavioral and cognitive-behavioral manage- 
ment programs that will assist them in bringing about change. Basically, the cognitive- 
behavioral therapist comes to understand the influence family members have upon 
each other and utilizes this influence by offering positive and negative reinforcements 
(Broderick & Weston, 2009). Part of the process is teaching new behaviors to families, 
including modeling, giving corrective feedback, and learning how to assess behavioral 
and cognitive modification. For example, consider a couple that is having marital diffi- 
culties because of a lack of behavior on the husband’s part. In helping the couple and 
their marriage, the therapist could instruct the husband to increase his affectionate 
behavior. 

To be effective, the therapist has to learn to play many roles and be flexible. In 
the cognitive-behavioral approach, “the therapist assists family members in identify- 
ing how emotions commonly are linked with specific cognitions and helps family 
members explore the appropriateness and variety of cognitions that are associated 
with negative emotions” (Dattilio, 2005, p. 20). The process of working for change 
from a behavioral and cognitive-behavioral perspective has been described as the 
Anatomy of Intervention Model (AIM) (Alexander, 1988). AIM delineates five 
phases in therapy: (1) introduction, (2) assessment, (3) motivation, (4) behavior change, 
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and (5) termination. “Each phase has different goals, central tasks, needed skills of the 
therapist, and therapeutic activities or techniques” (Thomas, 1992, p. 289). In addition 
to utilizing structural skills to achieve the goals of each phase, a therapist must also be 
able to exhibit relationship skills such as warmth, humor, nonblaming, and self-disclosure. 
From a behavioral and cognitive-behavioral perspective, the effective treatment of a 
family is complex. 

Cognitive-behavioral family therapists, in particular, concentrate on modifying or 
changing family members’ cognitions as well as their interactions (Dattilio & Bevilacqua, 
2000; Schwebel & Fine, 1992). “CBFT is grounded in cognitive mediation of individual 
functioning which purports that an individual’s emotional and behavioral reactions to life 
events are shaped by the particular interpretations that the individual makes of the events, 
rather than solely on objective characteristics of the events themselves” (Dattilio, 2001, 
p. 7). For instance, a negative thought by a son about his father might be, “He cares more 
about his work than he does me.” Such a cognition might be modified to, “He cares about 
me, but he has to work long hours and sometimes cannot give me the type of attention I 
want.” To make changes in thoughts and consequently behaviors, cognitive-behavioral 
family therapists spend more time discussing issues with family members than do strictly 
behavioral family therapists. 

Being a behavioral or cognitive-behavioral family therapist means taking an active 
part in designing and implementing specific strategies to help families. Such a process 
can help members eliminate dysfunctional behaviors, even medically symptomatic dis- 
tress (Sperry, 2007). Such behaviors are replaced with more effective ways of relating. 
Behavioral and cognitive-behavioral family therapists must have persistence, patience, 
knowledge of learning theory, and specificity in working with family members. Thera- 
peutic interventions require a great deal of energy and investment. 


PROCESS AND OUTCOME 


If BFT is successful, family members learn how to modify, change, or increase certain 
behaviors in order to function better. In successful CBFT, dealing constructively with the 
cognitions of each family member is crucial. In both approaches, family members learn 
how to eliminate or decrease maladaptive or undesirable behaviors and, in CBFT, nega- 
tive thoughts as well (Dattilio, 2005). Behavioral and cognitive-behavioral family thera- 
pies stress the employment of specific techniques aimed at particularly important actions. 
A behavioral approach used in family therapy might concentrate on communication skills 
in which family members are taught to listen, make requests using “I” statements, give 
positive feedback, use immediate reinforcement, and clarify through questioning the 
meaning of verbal and nonverbal behaviors (Stuart, 1980). 

BFT focuses in particular on increasing parenting skills, facilitating positive family 
interactions, and improving sexual behaviors. CBFT is most powerful in helping families 
deal with stress (Freeman & Zaken-Greenberg, 1989), addiction (Schlesinger, 1988), and 
adult sexual dysfunctions (Walen & Perlmutter, 1988). In practice, blending of the behav- 
ioral and cognitive-behavioral techniques often occurs. 

By the end of treatment, couples and individuals should be able to modify their 
maladaptive behaviors and/or cognitions. They should also be able to lower their anxie- 
ties about troublesome situations by using relaxation procedures, such as desensitization 
or thought stopping. 
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UNIQUE ASPECTS OF BEHAVIORAL AND 
COGNITIVE-BEHAVIORAL APPROACHES 


Behavioral and cognitive-behavioral family therapies, like other therapeutic approaches, 
have both unique and universal points. Practitioners who are considering using these 
approaches need to be sure they are aware of the commonalties and differences imbed- 
ded in their theory and practice. In this way, they can ensure themselves and others of 
the best possible outcome. 


Emphases 


One unique characteristic of behavioral and cognitive-behavioral family therapies 
involves the theory behind these approaches. The behavioral and cognitive-behavioral 
approaches utilize learning theory, which is a well-formulated and highly researched way 
of working with people. Learning theory focuses on pinpointing problem behaviors and 
making use of behavioral and cognitive techniques, such as setting up contingency con- 
tracts, reinforcement, punishment, and extinction. 

Another emphasis of behavioral and cognitive-behavioral family therapies is 
research. The results of applying learning theory to families indicate that such a process 
gives parents a management tool that works at home and has a carryover effect at school. 
Behavioral family therapy aimed at one child’s dysfunctional behavior seems to generalize 
in many cases so as to positively influence interactions with other children, especially 
siblings. Parental self-esteem and the family’s ability to function seem to improve as well 
(Gurman, Kniskern, & Pinsof, 1986). 

A third aspect of these approaches involves continued evolution. BFT has evolved 
from a focus on parent management to a focus on the family as a system (i.e., functional 
family therapy). In addition, BFT has incorporated many ideas from cognitive approaches 
in its handling of families (Falloon, 1988). Because of their considerable flexibility, behav- 
ioral and cognitive-behavioral family therapies are able to focus on a variety of problems 
and concerns, from promoting changes within individuals in families to altering family 
interaction styles. Similarly, the procedures and processes within behavioral and cognitive- 
behavioral family therapies have influenced other approaches, such as way in which 
structural family therapists treat anorexia nervosa (Minuchin, Rosman, & Baker, 1978). 

A fourth unique quality of behavioral and cognitive-behavioral family therapies is 
that treatment is short term. Therapists who work from these perspectives “take presenting 
problems seriously and examine them in their interpersonal context” (Fish, 1988, p. 15). 
Thus, at a more microscopic level, the therapist is able to break down the problem into 
definable parts and then target strategies either to teach skills or extinguish behaviors 
associated with difficulties. 

A fifth emphasis of behavioral and cognitive-behavioral family therapies is that they 
reject the medical model of abnormal behavior. “Behavior therapists believe many prob- 
lems result from inadequate personal, social, or work-related skills . . . [and that] inade- 
quately skilled clients need training” (Fish, 1988, p. 15). Time is not spent on looking for 
biological or chemical causes of behavior or cognition, nor is it spent on examining the 
history of the client. Because of an immediate focus, problems can be addressed more 
directly and efficiently without labeling (Atwood, 1992). 

BFT is a robust treatment approach with demonstrated effects, such as “specific 
benefits in the treatment of conduct disorders of childhood and adolescence” (Falloon, 
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1991, p. 88). Combined with cognitive processes, it is useful in the management of many 
adult mental disorders, such as depression. On the whole, behavioral and cognitive- 
behavioral family therapies can be useful at a number of levels as long as they are 
employed as part of a comprehensive treatment plan that takes into account the unique- 
ness of families. 


Comparison with Other Theories 


Compared with other ways of working with families, behavioral and cognitive-behavioral 
family therapies are less systemic. The orientation of learning theory, on which these 
approaches are based, is to bring about linear changes in individuals or subunits of 
the family. Such a perspective often hinders the introduction of a complete family change 
process. In behavior parent training, a child may be viewed as “the problem” that the 
therapist needs “to fix.” With such a view, modification of behaviors and/or cognitions 
that would benefit everyone in the family, such as learning to communicate more clearly, 
may not be addressed. 

Another distinction of BFT is that some behavioral family therapists do not focus on 
the affective components of behavior, such as feelings. Instead, they look primarily at 
behaviors and secondarily at thoughts (i.e., cognitive behaviors) (Piercy & Sprenkle, 1986). 
Some family members who have been through this type of treatment may act properly but 
not feel or think differently. The operational procedures are successful, but a price is paid 
in regard to helping the recipients of the services access their emotions and thoughts. 

A third distinct aspect of behavioral and cognitive-behavioral family therapies com- 
pared with others is their preciseness. Some therapists who use these approaches think 
they need to be rigid in their application. Their lack of spontaneity and dependence on 
techniques may result in their losing rapport with families. Both the family and therapist 
end up becoming frustrated, and the therapy is not as effective as it might be otherwise 
(Wood & Jacobson, 1990). 

A fourth aspect of behavioral and cognitive-behavioral family therapies compared 
with other approaches is the consideration of historical data. Although it is true that, as 
behaviorists, Masters and Johnson (1970) emphasized the importance of sexual histories, 
their approach is more the exception than the rule. By not attending to the past, users of 
behavioral and cognitive-behavioral family theory may misunderstand family patterns 
and dynamics. Once a symptomatic behavior is eliminated, another one may appear out 
of habit or tradition. Alcoholism, for example, may be brought under control while 
workaholism emerges. 

A fifth comparable dimension of the behavioral and cognitive-behavioral perspec- 
tive in family therapy is that these approaches generally stress family action over family 
insight. As a result, too much emphasis may be given to the employment of methods that 
facilitate change without ensuring family members’ comprehension. In a situation in 
which a child has been acting out, parents might learn to use behavioral techniques, such 
as time-out, but they might not comprehend the dynamics that led to the child’s misbe- 
havior in the first place. 

Finally, a promising aspect of comparison with other theories is that CBFT has “inte- 
grated concepts and methods from so many other approaches” (Dattilio, 2005, p. 28). 
Therefore, “cognitive-behavioral strategies may be worth considering as an effective adjunct 
to treatment” when another theoretical approach is employed (Dattilio, 2005, p. 28). 
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Family Reflection: It would seem that with all the research behind it, behavioral and cognitive- 
behavioral therapy would be the only approach needed in working with families. How effective 
do you think these theories would be with your family of origin? Why do you think other theories 
are prominent? What do behavioral and cognitive-behavioral theories leave out or deemphasize 
that is important in family life? 


CASE ILLUSTRATION 


The Marrone Family 


Family Background 


Mario Marrone, age 50 years, has reached a stalemate with his wife, Angela, age 47 years. 
They are a dual-career couple and have been highly successful financially. Yet Mario is 
tired of being on the road three nights a week and wants to take an early retirement. 
Angela, who loves her in-home computer job, cannot imagine such a situation. Mario, a 
former soccer player, has always had plenty of energy and drive. His early retirement 
would mean that he would be around the house more and probably interfere with her 
business and routine. As an only child, Angela values her space and privacy. Now that 
their son, Alberto, age 17 years, is ready to go to college, she thinks that her husband 
should “stick it out” for at least 4 or 5 more years for the good of the family. 

Mario disagrees. He has a history of heart trouble, and his father died of a heart attack 
at age 62 years during Mario’s senior year of college. He wants to quit his job now. He 
believes that if he stays on much longer, he will become very unhappy and distressed. 
Open fights that last late into the night began about a month ago. No one in the family is 
saying anything constructive to anyone else. The tension is as thick as an early-morning fog. 


Conceptualization of Family: Behavioral and 
Cognitive-Behavioral Perspective 


Both Marrones have strong beliefs about what should occur. Yet they lack the proper 
skills to negotiate and settle their dispute. Mario thinks that he has worked hard and 
deserves a rest. He also thinks that he will endanger his health by continuing in his 
present position. Angela thinks that if he quits now, he will get in her way and, in addi- 
tion, not be able to help their son through college. Neither one is reinforcing the other. 
The result is disruptive behavior and fights that are growing in intensity. 


Process of Treatment: Behavioral and 
Cognitive-Behavioral Family Therapies 


To help the Marrones, a behavioral or cognitive-behavioral family therapist would work 
with the couple and the family to set up quid pro quo relationships. This would most 
likely mean drawing up a contingency contract that would describe the terms for exchang- 
ing behaviors and reinforcers. If Mario is going to give up his job, he might agree to do it 
gradually instead of all at once. Regardless of the manner in which he quits his job, he 
would come to an agreement with Angela as to how much time per day he would spend 
around the house and with her. On Angela’s part, she would be explicit about what time 
she would like to have Mario at home. Beliefs as well as wishes would be aired. 
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Once decisions regarding Mario’s job and time together were settled, the couple and 
the family would concentrate with the therapist on the extinction of negative behaviors, 
such as fights and irrational thoughts. They might use thought stopping or disputation to 
deal with the underlying cognitions that led to their conflict. At the same time, the couple 
would work on the establishment of reinforcing behaviors—for example, establishing 
enough time alone for Angela and adequate time together for Mario. Specific rewards 
could be built into the contingency contract, and the contract could be prominently dis- 
played on the refrigerator or some other mutually agreed on setting. 

To help the couple and the family as a whole, the therapist might need to help 
shape their behaviors toward one another and give them a means to disengage from 
negative interactions, such as the use of time-out. Through all of this action, the couple 
and therapist would chart the behaviors displayed and refine the process of working with 


each other on a weekly basis. 


Summary and Conclusion 


Behavioral and cognitive-behavioral family therapies 
are relatively recent and are based on one of the most 
thoroughly researched approaches in the helping 
professions—learning theory. The origin of the theory 
can be traced back to the beginning of the 20th cen- 
tury and includes such luminaries as Ivan Pavlov, John 
B. Watson, and B. F. Skinner. 

BFT has four basic forms: behavioral parent 
training, functional family therapy, treatment of sex- 
ual dysfunctions, and CBFT (which is similar to 
CBMT). All except the functional family therapy 
approach are linear and stress individual or dyadic 
relationships. Many of the interventions used in behav- 
ioral and cognitive-behavioral family therapies are the 
same as those employed in individual treatment. Rein- 
forcement, shaping, modeling, role playing, thought 
stopping, and extinction are common. However, 
aspects of behavioral and cognitive-behavioral family 
therapies also include novel implementations, such as 
contingency contracts and behaviors based on the 
principle of quid pro quo. 

In their therapeutic role, both behaviorists and 
cognitive-behaviorists are the experts, teachers, and 
trainers. The instructions of the therapist are usually 
carried out by an individual, a couple, or a family and 


Summary Table 
MAJOR THEORISTS 


Major theorists of behavioral and cognitive-behavioral 
family therapies include Richard Stuart, Neil Jacobson, 
Norman Epstein, Gerald Patterson, Robert Weiss, Gayola 


are carefully monitored. It is the therapist, however, 
who is most powerful and rewards positive behaviors 
and thoughts as often as possible. In his or her central 
role, the therapist helps clients learn how to reinforce 
themselves as well. 

If all goes well during the treatment process, the 
results will be measurable. Traditionally, this has 
included the emergence of overt behaviors such as 
parent-child interactions. In more recent times, treat- 
ment has focused on the modification of cognitive 
processes as well, such as the elimination of negative 
self-statements. 

At their best, behavioral and cognitive-behavioral 
family therapies are concrete and readily applicable to 
helping parents, couples, and families change. The 
basic concepts on which treatment is based have been 
well researched. Of all the family therapies, behavioral 
and cognitive-behavioral family approaches are the 
most rigorously measured. 

As a group, behavioral and cognitive-behavioral 
family therapies, for the most part, still continue to rely 
heavily on a linear and limited view of families. Most 
of these approaches assume that if treatment is applied 
to one unit in the family and to this unit’s symptomatic 
behavior, the other aspects of the family will change. 


Margolin, Albert Ellis, Albert Bandura, Walter Mischel, 
William Masters, Virginia Johnson, Frank Dattilio, John 
Gottman, Joseph Wolpe, Donald Meichenbaum, Ed 
Katkin, Aaron Beck, and Helen Singer Kaplan. 
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PREMISES OF THE THEORY 


Behavior is maintained or eliminated by conse- 
quences. 


Maladaptive behaviors can be unlearned or 
modified. Adaptive behaviors can be learned. 


Not everyone in the family has to be treated for 
change to occur. 


Similarly, cognitions are either rational or irra- 
tional. They can be modified and, as a result, 
bring about a change in couple or family behav- 
iors and interactions. 


TYPES OF BEHAVIORAL AND COGNITIVE- 
BEHAVIORAL FAMILY THERAPIES 


The four most prevalent forms of CBFT family 
therapy are the following: 


e Behavioral parent training. 

e Functional family therapy. 

e Behavioral treatment of sexual dysfunc- 
tions. 

e Cognitive-behavioral family therapy. 


TREATMENT TECHNIQUES 


In BFT the focus is on parent training, interper- 
sonal family functioning, the treatment of sexual 
dysfunctions, and working with the family 
sometimes as a whole. Cognitive-behavioral 
family therapy also emphasizes working with 
those under stress but emphasizes thoughts and 
behaviors. 


Dyads and individuals are seen more than fami- 
lies with these approaches. The emphasis is on 
dyadic interactions, except in functional family 
therapy. 


In BFT, the emphasis is to bring about behavio- 
ral changes by modifying the antecedents or 
consequences of an action. Special attention is 
paid to modifying the consequences. Emphasis 
is on elimination of undesirable behavior and 
acceleration of positive behavior. Teaching 
social skills and preventing problems from 
recurring are stressed, too. Promoting compe- 
tence and fostering an understanding of the 
dynamics of behavior are highlighted. 


In CBFT, the focus is on modifying irrational or 
unproductive beliefs and the behaviors that go 
with them. 


Behaviorists and cognitive-behaviorists rely pri- 
marily on the following: 


e Operant conditioning. 
e Classical conditioning. 
e Social learning theory. 
e Cognitive-behavioral strategies. 


General behavioral and cognitive-behavioral 
approaches include the following: 


e Education. 

° Communication and problem-solving 
strategies. 

e Operant conditioning. 

e Contracting. 


Specific techniques include but are not limited 
to the following: 


e Classical conditioning. 

e Coaching. 

e Contingency contracting. 

e Extinction. 

e Positive reinforcement. 

* Quid pro quo. 

e Reciprocity. 

e Shaping. 

e Systematic desensitization. 
° Time-out. 

e Job card grounding. 

e Grounding. 

e Charting. 

e Premack principle. 

e Disputing irrational thoughts. 
° Thought stopping. 

e Self-instructional training. 
e Modeling and role playing. 


ROLE OF THE THERAPIST 


The therapist is a teacher, a collaborator, a coach, 
and an expert. Presenting problems provide the 
focus. Modeling, giving corrective feedback, and 
learning new behaviors are parts of the process. 


The anatomy of intervention model (AIM) delin- 
eates five phases in therapy: introduction, 
assessment, motivation, behavior change, and 
termination. 

Cognitive-behavioral family therapists concen- 
trate on modifying family members’ cognitions, 
as well as their interactions. 

Therapists are active in designing and imple- 
menting specific strategies to help families. 
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PROCESS AND OUTCOME 


Family members learn to modify, change, or 
increase/decrease certain behaviors and/or 
thoughts in order to function more effectively. 
They increase their skills in specific areas such 
as parenting, interpersonal functioning, and sex- 
ual behaviors. 


Family members eventually are able to modify 
their behaviors and cognitions without the aid of 
a therapist. 


UNIQUE ASPECTS OF BEHAVIORAL AND 
COGNITIVE-BEHAVIORAL APPROACHES 


Behavioral and cognitive-behavioral family ther- 
apies emphasize the following: 


e Use of learning theory and research. 

e Evolution from a focus primarily on 
parenting skills to a focus on the family 
as a system. 

e Teaching new social skills and cogni- 
tions and elimination of dysfunctional 
ones. 

° Short-term treatment and rejection of the 
medical model. 

e Treatment of a variety of presenting 
symptoms and problems. 


Comparison with Other Theories 


Some behaviorists operate from a linear per- 
spective and work on individual rather than sys- 
tem concerns. The exceptions are functional 
family therapy and cognitive-behavioral ther- 
apy, which are more systemic. 


Behaviorism does not focus attention on affec- 
tive responses or deal with emotional problems. 
Cognitive-behaviorism is more attuned to affect 
and emotion but emphasizes that affect is 
dependent on thoughts. 


Some behavioral and cognitive-behavioral pro- 
cedures may be at times more mechanical than 
experiential in practice. 

Behaviorism and cognitive-behaviorism disre- 
gard the use of historical data in the treatment of 
families. 


Some critics of behavioral and cognitive- 
behavioral family therapies claim that there is 
too much emphasis on action in these approaches 
and not enough attention to family dynamics. 


A promising aspect is that cognitive-behavioral 
family therapy has integrated many concepts 
and methods from other therapies. 


CHAPTER 11 


Theory, Treatments, 

and Outcomes of | 
Structural Family \ 
Therapy 


She flips through a magazine on the blue-striped couch 
sometimes entertained but often bored, 
while he gulps down popcorn and televised football, 
feeling occasionally excited yet often empty. 
At midnight when the lights go off 
and the news of the day and the games are decided, 
She lays in anticipation, but without hope, of his touch 
while he tackles fullbacks in his sleep 
and ignores his needs and hers. 
Alone, they together form a couple, 
together, all alone, they long for a relationship. 


Gladding, 1991c 


CHAPTER OVERVIEW 
From reading this chapter, you will learn about 


m Why structural family therapy was created and the importance of boundaries and 
hierarchies in this approach. 

m The major theorists, premises, techniques, roles of the therapist, processes, and 
outcomes of structural family therapy. 

m The uniqueness of the structural family therapy approach. 

As you read, consider 

m What type of family boundaries and subsystems were most prevalent in your family 
of origin. 

m The feminist argument that structural family therapy promotes sexual stereotypes. 


m How comfortable you would be acting like a theater director if you were a structural 
family therapist. 


293 


294 


Part 2 * Therapeutic Approaches to Working with Families 


tructural family therapy was initially based on the experiences of Salvador Minuchin 

and his colleagues at the Wiltwyck School, a residential facility in Esopus, New 

York, for inner-city delinquents. The treatment was created out of necessity. Long- 
term, passive, and historically based approaches to working with the families of these 
children proved unsuccessful (Piercy, Sprenkle, & Wetchler, 1997). The active and often 
aggressive nature of family members at the Wiltwyck School and their tendencies to 
blame others and react immediately meant therapists had to be powerful and quick. 
Minuchin soon discovered that dramatic and active interventions were necessary to be 
effective. 

Since its conception, structural family therapy has grown in popularity and use. It 
was refined at the Philadelphia Child Guidance Clinic in the 1960s and 1970s. Today, its 
numerous practitioners are found in many mental health settings. Structural family therapy’s 
major thesis is that an individual’s symptoms are best understood when examined in the 
context of family interactional patterns (Minuchin & Nichols, 1998). A change in the 
family’s organization or structure must take place before symptoms can be relieved. “The 
basic understanding of structural therapy states that family dysfunction perpetuates indi- 
vidual problems, not necessarily that the family causes the symptom. . . . problems that 
exist will be maintained and possibly prolonged by the structure of the family system” 
(Jones, Lettenberger, & Wickel, 2011, p. 342). 

This idea about the impact of family structure and change on the lives of individuals 
has continued to be influential in the current practice of many family therapists, even 
those outside of a structural family therapy orientation. 


MAJOR THEORISTS 


There are several prominent theorists in structural family therapy, including Braulio Mon- 
talvo, Bernice Rosman, Harry Aponte, and Charles Fishman. The best known, however, is 
the founder of the theory, Salvador Minuchin. 


Salvador Minuchin (1921-) 


Salvador Minuchin was born in 1921 to Russian Jewish emigrants in Argentina. He never 
felt total allegiance to Argentina, but he did learn the rituals of Latin pride and ways of 
defending his honor against anti-Semitic remarks (Minuchin & Nichols, 1998; Simon, 
1984). He completed a medical degree in Argentina and, in 1948, joined the Israeli Army 
as a doctor and spent the next 18 months in this position. In 1950, Minuchin came to the 
United States with the intention of studying with Bruno Bettelheim in Chicago. However, 
he met Nathan Ackerman in New York and chose to work there. After returning for 
another 2 years in Israel, Minuchin returned to the United States for good. In 1954, he 
began studying psychoanalysis; a few years later, he took the position of medical director 
of the Wiltwyck School. 

Through his experiences at Wiltwyck, Minuchin became a systems therapist and, 
along with Dick Auerswald and Charles King in 1959, began developing a three-stage 
approach to working with lower-socioeconomic-level Black families. As time progressed, 
the Minuchin team “developed a language for describing family structure and methods for 
getting families to directly alter their organization” (Simon, 1984, p. 24). It was his innova- 
tive work at Wiltwyck that first gained Minuchin widespread recognition. His revolutionary 
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ideas and concepts focused on boundaries, disengagement, and enmeshment (Rockinson- 
Szapkiw, Payne, & West, 2011). The essence of the method was published in Families of 
the Slums (Minuchin, Montalvo, Guerney, Rosman, & Schumer, 1967). 

In 1965, Minuchin became the director of the Philadelphia Child Guidance Clinic. 
He transformed the clinic into a family therapy center. There he gained a reputation as a 
tough and demanding administrator. Minuchin was always coming up with creative ideas. 
One of the most innovative of these was the Institute for Family Counseling, a train- 
ing program for community paraprofessionals that proved to be highly effective in pro- 
viding mental health services to the poor. 

Minuchin worked closely in Philadelphia with Braulio Montalvo and Jay Haley, 
whom he hired from California. “Probably Minuchin’s most lauded achievement at the 
Clinic was his development of treatment techniques with psychosomatic families, particu- 
larly those of anorectics” (Simon, 1984, p. 24). In 1974, Minuchin published Families and 
Family Therapy, one of the most clearly written and popular books in the family therapy 
field. This work brought Minuchin widespread attention and “launched family therapy 
into the mainstream” (Kuehl, 2008, p.17). In 1975, he stepped down as director of the 
clinic, but he remained its head of training until 1981. 

Since 1981, Minuchin has written several plays and books, including Mastering Family 
Therapy: Journeys of Growth and Transformation, which he coauthored with nine of his 
supervisees. He set up the Family Studies Institute in New York City, which was renamed 
the Minuchin Center for the Family when he retired in 1996 and moved to Boston. Minuchin 
retired again in 2005 and moved to Boca Raton, Florida. From there he continues to travel 
the world giving workshops and training. He remains an expert on working with families 
from diverse cultures and settings. He is passionately committed to social justice. Overall, 
even in retirement, Minuchin remains a force in the field of family therapy. 


PREMISES OF THE THEORY 


The structural approach as a theory is quite pragmatic. Minuchin’s theoretical conceptu- 
alization was influenced by the philosophy of José Ortega y Gasset, who emphasized 
individuals interacting with their environment. 

One of the primary premises underlying structural family therapy is that every fam- 
ily has a family structure, an “invisible set of functional demands that organizes the 
ways in which family members interact” (Minuchin, 1974, p. 51). This structure is revealed 
only when the family is in action. In other words, it is impossible to tell what a family’s 
structure is unless the family is active and one is able to observe repeated interaction pat- 
terns between and among family members. 

Structure influences families for better or worse. In some families, structure is well 
organized in a hierarchical pattern, and members easily relate to each other. In others, there 
is little structure, and few arrangements are provided by which family members can easily 
and meaningfully interact. In both cases, developmental or situational events increase fam- 
ily stress, rigidity, chaos, and dysfunctionality, throwing the family into crisis (Minuchin, 
1974). Families that have an open and appropriate structure, however, recover more quickly 
and function better in the long term than families without such an arrangement. 

The structural approach emphasizes the family as a whole, as well as the interac- 
tions between subunits of family members. In some dysfunctional families, coalitions 
arise (Minuchin, Rosman, & Baker, 1978). A coalition is an alliance between specific 
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family members against a third member. A stable coalition is a fixed and inflexible 
union (such as a mother and son) that becomes a dominant part of the family’s everyday 
functioning. A detouring coalition is one in which the pair holds a third family member 
responsible for their difficulties or conflicts with one another, thus decreasing the stress 
on themselves or their relationship. 

Furthermore, a major thesis of structural theory is that a person’s symptoms are best 
understood as rooted in the context of family transaction patterns. The family is seen as 
the client. The hope is that through structuring or restructuring the system all members of 
the family and the family itself will become stronger (Minuchin, 1974). Families are con- 
ceptualized from this perspective as living systems. They operate in an ever-changing 
environment in which communication and feedback are important (Friedlander, Wildman, & 
Heatherington, 1991). Consequently, lasting change is dependent on altering the balance 
and alliances in the family so that new ways of interacting become realities. 

Subsystems are another important aspect of the theory. Subsystems are smaller 
units of the system as a whole. They exist to carry out various family tasks. Without sub- 
systems, the overall family system would not function. They are best defined by the 
boundaries and rules connected with them. Subsystems are formed when family mem- 
bers join together to perform various functions. Some of these functions are temporary, 
such as painting a room. Others are more permanent, such as parenting a child. When 
subsystems are disrupted, stress and increased emotional reactivity may result (Lindahl, 
Bregman, & Malik, 2012). Of particular significance are the spousal, parental, and sibling 
subsystems (Minuchin & Fishman, 1981). 

The spousal subsystem “may consist of a single parent, a gay or lesbian couple, or a 
heterosexual couple” (Kindsvatter, Duba, & Dean, 2008, p. 205). In families in which there 
are two such individuals, the way they support and nurture each other has a lot to do with 
how well structured the family is and how functionally it runs. Spousal subsystems work best 
when there is complementarity of functions. In such circumstances, there are “reciprocal 
role relationships that typically constitute an important element in family organization” 
(Simon, 2004, p. 260). For example, a husband and wife may operate as a team, with one 
being more responsible for inside-house chores and the other for outside-house chores, with 
both accepting the influence they have on each other and their interdependency. 

The parental subsystem may include a single parent, two grandparents, two bio- 
logical parents, a biological parent and a stepparent, and so forth. It is made up of those 
responsible for the care, protection, and socialization of children. It is the executive sys- 
tem of the family. “A universal tenet of structural family theory is the belief that a cohe- 
sive, collaborative parental subsystem is critical for healthy family functioning” 
(Madden-Derdich, Estrada, Updegraff, & Leonard, 2002, p. 242). As with the spousal sub- 
system, the parental subsystem is considered healthy if it does not function in a cross- 
generational way. A cross-generational alliance (coalition) in a family contains 
members of two different generations within it. If a parent and child collude to obtain 
certain objectives or needs, such as love or power, they are in a cross-generational alli- 
ance. Parental subsystems must change as children grow. The rules that are applicable to 
children, for example, at age 8 years do not work at age 18 years. Therefore, parents are 
constantly challenged to define appropriate, clear, and permeable boundaries that help 
family members gain access to each other without becoming fused or distanced. 

The sibling subsystem is that unit within the family whose members are of the same 
generation. For example, brothers and sisters are considered to be a sibling subsystem. In 
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some families, the sibling subsystem is composed of those born of the same parents. In 
other families, such as in blended arrangements (i.e., stepfamilies), the sibling subsystem 
is made up of unrelated children. Age differences may affect how well sibling subsys- 
tems function. Subsystems of siblings are often composed of those children who are 
relatively close to each other in age—for example, 2 or 3 years apart. They are generally 
closer to one another psychologically because of their opportunities to interact together. 
The larger the age gap between siblings, the less likely it is that they will become allies 
(i.e., a subsystem). 

A third major aspect of structural family therapy is the issue of boundaries. Basically, 
boundaries are the physical and psychological factors that separate people from one 
another and organize them. “The degree of interaction and involvement of family mem- 
bers with each other is governed by the boundaries that exist between family members 
and between subsystems” (Kindsvatter et al., 2008, p. 206). “For proper family function- 
ing, the boundaries of subsystems must be clear” (Minuchin, 1974, p. 54). The strength of 
boundaries is represented in structural family mapping systems by broken, solid, and dot- 
ted lines. There are three major types of boundaries: 


e Clear, represented by a broken horizontal line (---). 
e Rigid, represented by a solid line (—). 
° Diffuse, represented by a dotted line © . .). 


Clear boundaries consist of rules and habits that allow family members to enhance 
their communication and relationships with one another because they encourage dialogue. 
In families with clear boundaries, members freely exchange information and give and 
receive corrective feedback. For example, in such a family, only one person talks at a time. 
With clear boundaries, negotiation and accommodation can successfully occur in families. 
These processes facilitate change but still maintain the stability of the family. Parents and 
children feel a sense of belonging but nevertheless individuate. For a functional, two-parent 
family with children, clear boundaries might be represented as shown in Figure 11.1(a). 


| : 
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children children children 
(a) Clear boundary family. (b) Detached husband/wife. (c) Diffused family boundaries. 
— — : 
M ( : N 
M : C 
Children ` 
(d) Conflicted parents who (e) Coalition between one parent 
are overinvolved with and a child to form a cross- 
their children. generational alliance. 


FIGURE 11.1 Types of family boundaries. 
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Rigid boundaries are inflexible and are characterized by power struggles (Fish & 
Priest, 2011). They keep people separated from each other. In families with rigid bounda- 
ries, members experience difficulty relating in an intimate way to one another, and there- 
fore individuals become emotionally detached or cut off from other family members. For 
example, a family in which a husband and wife are detached from each other is repre- 
sented in Figure 11.1(b). 

In the case of diffuse boundaries, there is not enough separation between family 
members. In this arrangement, some family members are said to be “fused.” Instead of 
creating independence and autonomy within individuals, as with clear boundaries, dif- 
fused boundaries encourage dependence. A two-parent family with children in which 
diffused boundaries exist is represented in Figure 11.1(c). 

Other symbols are also used to show how families relate. Among the most common 
are shown in Figure 11.2. 

A two-parent family with children in which there is conflict and overinvolvement is 
represented in Figure 11.1(d). In such families, triangulation exists. “Triangulation is a 
system process in which child[ren] becomes involved in parents’ conflictual interactions by 
taking sides, distracting parents, and carrying messages to avoid or minimize conflict 
between the parents” (Buehler & Welsh, 2009, p. 167). The relationships between the parents 
and children become closer as the conflict between the parents intensifies. Another family in 
which a coalition between a parent and children exists is represented in Figure 11.1(e). In this 
situation, a child becomes parentified, as the parents disengage from one another. A paren- 
tified child is one who is given privileges and responsibilities that exceed what would be 
considered developmentally consistent with his or her age (Minuchin, 1974). 

In the development of families, boundaries and the structure of the family may 
change regardless of the type of family. Families are not static, and new developments or 


Friendship/Close Discord/Conflict 
E= Ee? 
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Close-Hostile Physical Abuse 
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FIGURE 11.2 Symbols representing how families relate. 


Based on GenoPro. Emotional Relationships (www.genopro.com/genogram/emotional-relationships). 
Symbols drawn by Lindsay Berg. Copyright 2013. 
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challenges may bring a family closer together or draw it further apart (Pistole & Marson, 
2005). It is crucial not to mistake normal family development and growing pains for 
pathological patterns (Minuchin, 1974). It is also important to realize that, during the 
course of family life over time, alignments are formed. Alignments are the ways family 
members join together or oppose one another in carrying out a family activity. 

In addition to structure, subsystems, and boundaries, structural family therapy is also 
based on (1) roles, (2) rules, and (3) power (Figley & Nelson, 1990). In regard to roles, 
therapists need to understand the positions under which families are operating (Kaplan, 
2000a). Families experiencing difficulties have members who relate to each other accord- 
ing to certain expectations that are either outdated or ineffective. The inefficiency of these 
families includes “little or no expectations that anyone will hear or be affected by what 
they say [and] little or no expectation of reward for appropriate behaviors” (McWhirter & 
McWhirter, 1989, p. 23). For instance, the youngest member of such a family may con- 
stantly be placed in the role of “the baby” and never be taken seriously by anyone. 

Similarly, rules that the family first developed may be adhered to regardless of the 
changes that have occurred in the family’s lifestyle or outside circumstances. A family in 
which the chief wage earner is laid off may still insist on buying clothes at expensive 
stores. Such a rule, when adhered to, is to the detriment of the family as a functioning 
unit. While rules in families may be explicit or implicit, functional families generally have 
more explicit than implicit rules. Overall, rules “provide the family... . with structure’— 
an organized pattern that becomes predictable and manifests itself in repeated patterns 
(Friesen, 1985, p. 7). A way of establishing rules is for all members of a family to agree 
overtly what the rules for the family will be. This type of procedure can be done in a fam- 
ily meeting or with a therapist. 


Family Reflection: Think of the rules within your family of origin when you were growing up. 
Which were explicit? Which were implicit? Was there a difference in the effectiveness of the 
explicit versus the implicit rules? 


Power is the ability to get something done. In families, power is related to both 
authority and responsibility (or the one who makes and the one who carries out the deci- 
sions). Structural family therapists observe that, in dysfunctional families, power is vested 
in only a few members. The ability of family members to provide input in the decision- 
making process that governs the family is limited. Disenfranchised family members may 
cut themselves off from the family, become enmeshed with stronger members, or battle 
to gain some control in an overt or covert way. The structural family therapist, after not- 
ing how power is distributed in the family, will often use his or her skills to unbalance the 
family and help them learn new ways of dealing with situations that are power based. 


TREATMENT TECHNIQUES 


Structural family therapy is sometimes referred to as a way of looking at families. Accord- 
ing to Minuchin (1974), dysfunctions result from the development of dysfunctional sets. 
Dysfunctional sets are the family reactions, developed in response to stress, that are 
repeated without modification whenever there is family conflict. For example, one spouse 
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might verbally attack the other, bringing charges and countercharges, until the fight esca- 
lates into physical violence or the couple withdraws from each other. 

A number of procedures are associated with the structural family therapy approach 
(Friesen, 1985; Minuchin & Fishman, 1981). These techniques are sometimes employed in 
a sequential manner or may be combined. They are basically divided into those “that are 
primarily used in the formation of a therapeutic system,” that is, techniques for joining, 
and those that are “more directly aimed at provoking disequilibrium and change” 
(Colapinto, 2000, p. 152). The most frequently used structural treatment methods are 
highlighted in the following sections. 


Joining 


Joining is the “backbone” of structural family therapy and is defined as “the process of 
‘coupling’ that occurs between the therapist and the family, leading to the development 
of the therapeutic system” (Sauber, L’Abate, & Weeks, 1985, p. 95). “In this process, the 
therapist adjusts to the communication style and perceptions of the family members” 
(Carlson & Ellis, 2004, p. 353). To do so, the therapist makes contact with each family 
member. In the process, the therapist allies with family members through expressing 
interest in them as individuals and working with and for them (Minuchin & Fishman, 
1981). In such a way genuine empathy is expressed, a safe environment is established, 
and a collaborative relationship is set up (Hammond & Nichols, 2007, Jones et al., 2011). 

Through listening and understanding initially and all through the process, the thera- 
pist helps initiate treatment. Joining is considered one of the most important prerequisites 
to restructuring. It is a contextual process that is continuous. It is particularly important to 
join powerful family members, as well as angry ones. Special care and attention must be 
taken to accept the point of view of the father, who thinks therapy is a waste of time and 
money, or of the angry teenager, who feels victimized. It is also important to reconnect 
with such people at frequent intervals during the therapy, particularly during times of 
overt tension or anger. 

The structural family therapy approach joins families in one of four ways. The first 
is by tracking. In tracking, the therapist follows the content of the family (i.e., the facts). 
For instance, the therapist might say to a woman, “So as I understand this situation, you 
and your husband were married last May and had your first child this past March. You do 
not think you had enough time to establish a relationship with your spouse before you 
were required to start one with your baby.” 

During tracking, judgments are not made by the therapist (at least not overtly). 
Rather, information is gathered by means of open-ended questions to inquire about the 
interests and concerns of family members. Tracking is best exemplified when the thera- 
pist gives a family feedback. 

The second way of joining is through mimesis. In mimesis, the therapist becomes 
like the family “in the manner or content of their communications, for example, joking 
with a jovial family, or talking slowly or sparsely with a slow-talking family” (Sauber et al., 
1985, p. 107). Alternatively, if a family frequently uses road metaphors to describe what is 
occurring between its members, a therapist would do likewise by stating, “I want to help 
you find a highway you can travel that leads somewhere and that everyone enjoys.” 

A third way of joining is through confirmation. Confirmation of a family member 
involves using an affective word to reflect an expressed or unexpressed feeling of that 
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family member. It may also be accomplished through a nonjudgmental description of the 
behavior of the individual. For example, a therapist might say to a daughter who stares at 
the floor when addressing her father, “I sense that your looking at the floor when you talk 
to your father is connected with some feeling you have inside.” 

The final way to join with a family is by accommodation. In accommodation, the 
therapist makes personal adjustments in order to achieve a therapeutic alliance (Minuchin, 
1974). “Making accommodation decisions requires from the counselor a careful sense of 
timing and artful decision making as he or she evaluates whether he or she can ‘push the 
envelope’ of the family functioning by introducing new ideas, or whether he or she 
should accommodate (perhaps even potentially unhelpful family ideas to maintain or 
strengthen the therapeutic alliance” (Kindsvatter et al., 2008, p. 206). For example, the 
therapist would remove his or her coat if the family came to the session in shirtsleeves. 


Disequilibrium Techniques. Eleven Interventions 
for Changing a Family System 


As indicated earlier, disequilibrium techniques are interventions that are aimed at chang- 
ing a system. “Some of them, like enactment and boundary making, are primarily 
employed in the creation of a different sequence of events, whereas others, like refram- 
ing, punctuation, and unbalancing, tend to foster a different perception of reality” 
(Colapinto, 2000, p. 154). All require active involvement of the therapist. 


REFRAMING The technique of reframing involves changing a perception by explaining a 
situation from a different context. In this activity, the facts of an event do not change, but 
the meaning of the situation is examined from a new perspective (Kim, 2003; Sherman & 
Fredman, 1986). For instance, at the birth of our third child, my wife looked up at me and 
said, “The honeymoon is not over. There are simply more people on it.” Through the 
reframing process, even a negative situation can sometimes be viewed in a more favora- 
ble light. This type of change is crucial to the promotion of movement in family therapy. 
For example, if disruptive behavior is reframed by the therapist as being “naughty” instead 
of “incorrigible,” family members can find ways to modify their attitudes toward the 
“naughty” person and even help him or her make changes. 


Family Reflection: When have you heard someone in your family or a family you know well 
reframe a behavior or a situation, by saying, for example, “It’s not a failure, it’s a challenge.” List 
as many such times as you can think of and the reframe used. Do reframes always make life 
better? If so, how? If not, why? 


PUNCTUATION Punctuation is a universal phenomenon and is characteristic of all human 
interaction. It is the way a person describes a situation, that is, begins and ends a sen- 
tence, due to a selective perspective or emotional involvement in an event. In structural 
family therapy, punctuation is “the selective description of a transaction in accordance 
with a therapist’s goals” (Colapinto, 2000, p. 158). If a therapist is trying to show that a 
mother has competence in controlling the behavior of her children, the therapist may 
declare her competent when she corrects or disciplines a child. By punctuating a particu- 
lar situation at a specific moment in time, the perception of everyone involved is changed. 
Punctuation enhances possibilities for new competencies and behaviors in the future. 
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UNBALANCING Unbalancing (or allying with a subsystem) is a procedure by which the 
therapist supports an individual or subsystem against the rest of the family. A therapist 
may sit next to a daughter who is being accused of not living up to the family’s tradition. 
In this position, the therapist can also take up for the daughter against the family and give 
reasons why it is important for the daughter to create new ways of behaving. Family 
members, individually and as a group, are then forced to act differently with the person 
or subsystem. They have to expand their roles and functions. When this technique is used 
to support an underdog in the family system (as it usually is), a chance for change within 
the total hierarchical relationship is fostered (Sauber et al., 1985). 


ENACTMENT The process of enactment occurs when the therapist “invites client-system 
members to interact directly with each other” (Simon, 2004, p. 260). It consists of families 
bringing problematic behavioral sequences into treatment by showing them to the thera- 
pist in a demonstrative transaction (Woolley, Wampler, & Davis, 2012). Such a process 
redirects communication between the therapist and the family so that communications 
and resulting changes in behaviors occur “among family members instead of between the 
family and the therapist” (Kim, 2003, p. 390). In other words, enactment uses the relation- 
ship between family members as an agent or mechanism of change while it simultane- 
ously and directly facilitates change within the relationship (Davis & Butler, 2004). 

A family that frequently argues about how they are going to spend their Saturdays 
may be asked by the therapist to have a heated argument in front of him or her instead 
of describing the fight or waiting for the fight to occur at another time. The idea is to see 
how family members interact with one another and to challenge their existing patterns 
and rules. This method can also be used to help family members gain control over behav- 
iors they insist are beyond their control. It puts an end to members’ claims that they are 
helpless in controlling their actions, thoughts, and feelings. The result is that family mem- 
bers experience their transactions with heightened awareness (Minuchin, 1974). In exam- 
ining their roles, members, it is hoped, discover more functional ways of behaving. 


WORKING WITH SPONTANEOUS INTERACTION Working with spontaneous interaction is 
similar to being a lighting expert who focuses the spotlight of attention on some particu- 
lar behavior. It occurs whenever families display actions in sessions that are disruptive or 
dysfunctional, such as members yelling at one another or parents withdrawing from their 
children. In these cases, therapists can see first hand the dynamics within a family’s inter- 
actions. On such occasions, therapists can point out the dynamics and sequencing of 
behaviors. The focus is on process, not content. It is crucial that therapists use such occa- 
sions to help families recognize patterns of interaction and what changes they might 
make to bring about modification. 


BOUNDARY MAKING A boundary is an invisible line that separates people or subsystems 
from each other psychologically (Minuchin, 1974). To function effectively, families need 
different types of boundaries at distinct times of stage development. “Each stage brings 
demands, forcing the family members to accommodate to new needs as family members 
grow up or age, and circumstances change” (Minuchin, 1993, p. 40). Families may need 
more-rigid boundaries during stages when children are young, in order to make sure that 
everyone is taken care of, and more-flexible boundaries during the time when there are 
teenagers in the house, in order to meet the demands of different schedules. “Part of the 
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therapeutic task is to help the family define, redefine, or change the boundaries within 
the family. The therapist also helps the family to either strengthen or loosen boundaries, 
depending upon the family’s situation” (Sauber et al., 1985, p. 16). 


INTENSITY Intensity is the structural method of changing maladaptive transactions by 
using strong affect, repeated intervention, or prolonged pressure. The tone, volume, pac- 
ing, and choice of words used by a therapist can raise the affective intensity of state- 
ments. For example, intensity is manifested if a therapist keeps forcefully telling a family 
to “do something different” (Minuchin & Fishman, 1981). The persistence employed in 
this technique breaks down family patterns of equilibrium and challenges the family’s 
perception of reality. Intensity works best if therapists know what they want to say and 
do so in a direct, unapologetic manner that is goal specific. 


Family Reflection: Almost everyone has experienced intensity in one form or another during 
their lives. What effect do you think intensity has on most people? For example, might it make 
them nervous? What affect has intensity had on you? Be as specific as possible. 


RESTRUCTURING The procedure of restructuring is at the heart of the structural approach. 
The goal of this approach to family therapy is structural change. Restructuring involves 
changing the structure of the family. The rationale behind restructuring is to make the 
family more functional by altering the existing hierarchy and interaction patterns so that 
problems are not maintained. In other words, the structural family therapist rearranges 
the hierarchy of the family so that those who typically should be in power (the parent or 
parents) are (Fish & Priest, 2011). This is accomplished through the use of enactment, 
unbalancing, directives, and boundary formation. 

For example, in enactment, if a father dominates to the point where children feel 
intimidated, the therapist may ask the family to enact a “father-dominated scenario.” As it 
occurs, the therapist may instruct the rest of the family members to behave in a certain 
way—for example, uniformly refusing to do what the father requests without getting 
something in return. If these instructions are carried out, the family behaves differently 
and change becomes possible. If change occurs, members generally feel more enfran- 
chised and invested in the family. 


SHAPING COMPETENCE In the process of shaping competence, structural family thera- 
pists help families and family members become more functional by highlighting positive 
behaviors. Therapists may reinforce parents who make their children behave, even if the 
parents succeed only momentarily in accomplishing this feat. In effect, shaping compe- 
tence is a matter of therapists not acting as experts all of the time. They should instead 
reinforce family members for doing things right or making their own appropriate deci- 
sions (Minuchin, Lee, & Simon, 1997). As a result, positive abilities are highlighted, and 
appropriate alternative ways of working with problems are produced. 


DIAGNOSING One of the main tasks of structural family therapists is to diagnose the 
family in such a way as to describe the systemic interrelationships of all family members. 
This type of mapping, as shown in Figure 11.1, allows therapists to see what needs to be 
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modified or changed if the family is going to improve. For example, therapists may note 
disruptive coalitions or triangles among family members [see Figure 11.1(d), (e) ]. 

Diagnosing is done early in the therapeutic process before the family can induct the 
therapist as a part of their system. By diagnosing interactions, therapists become proac- 
tive, instead of reactive, in promoting structural interventions. 


ADDING COGNITIVE CONSTRUCTIONS Although structural family therapy is primarily 
action oriented, it does include verbal components in the form of words to help families 
help themselves. The multiple aspects of the technique of adding cognitive constructions 
include advice, information, pragmatic fictions, and paradox. Advice and information are 
derived from experience and knowledge of families in therapy. They are used to calm 
anxious family members and to reassure them about certain actions. They may occasion- 
ally include explanations about structure within the family. If a family member says, “TI 
bet you’ve never seen a family as messed up as we are,” the therapist might reply, “Your 
family is unique in quite a few ways, but many of your concerns and behaviors are com- 
mon among families I see.” 

Pragmatic fictions are pronouncements that help families and family members 
change. For instance, therapists may occasionally tell children that they are acting younger 
than their years. These pronouncements help children gain a greater grasp of reality. 
Paradox, on the other hand, is a confusing message meant to frustrate or confuse fami- 
lies and motivate them to search for alternatives. For example, a family that is resistant to 
instructions and change may be told not to follow the therapist’s instructions and not to 
change. Given this permission to do as they wish, families may defy the therapist and 
become better, or they may explore reasons why their behaviors are as they are and 
make changes in the ways they interact. 


ROLE OF THE THERAPIST 


The structural family therapist is both an observer and an expert who is active, like a 
theater director, in making interventions to modify and change the underlying structure of 
the family (Simon, 2004). Successful structural family therapists require high energy and 
precise timing so that in-session interactions among client-families result in new family 
organization (Minuchin et al., 1967). 

The therapist’s role changes over the course of therapy (Minuchin, 1974). In the first 
phase of treatment, the therapist joins the family and takes a leadership position. In phase 
two, the therapist mentally maps out the family’s underlying structure. In the final phase, 
the therapist helps transform family structure. Thus, during treatment the therapist watches 
“the family ‘dance’ and then enters (‘joins’) and leaves the interactional field at will in 
order to transform it therapeutically” (Friedlander et al., 1991, p. 397). 

The therapist uses a number of techniques to accomplish the goal of change, includ- 
ing unbalancing (e.g., siding with one member of the family), praise, challenges, direct 
orders, and judgments (Fishman, 1988; Minuchin & Fishman, 1981). An implicit, if not 
explicit, assumption is that the therapist has a “correct” interpretation of what is happen- 
ing within the family and powerful tools for helping the family construct and maintain a 
more functional system. 

“Like a theatrical director, the therapist assumes responsibility for setting up” dra- 
matic scenes, “designating which family members will be involved, what they will talk 
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about, and how they will talk about it” (Simon, 2004, p. 260). Once the scene is set in 
motion, the “therapist remains on the periphery of the enactment, observing. Should the 
enactment bog down, or revert to old dysfunctional patterns, the therapist enters as a 
‘critic, sometimes even a harsh one, challenging client-family members to renounce 
apparent self-interest” (Simon, 2004, p. 260). 

In some cases, the therapist acts dramatically Gf this is the only way to get the atten- 
tion of the family) (Simon, 1984). As a critic, the therapist may say to a withdrawn or 
denying family member, “Admit it, through your actions and passivity you are playing a 
major role in how this family operates. You are being selfish and the family is suffering as 
a result.” At other times, the therapist is low key and notices repetitive interactions, such 
as a young girl clinging to her mother. On such occasions, the therapist may or may not 
mention the actions. In any event, the therapist is never a “player” in any of the family 
scenes and thus operates in what may be called a “‘middle-distance’—as opposed to 
proximal—position vis-a-vis the client system” (Simon, 2004, p. 260). Thus the therapist 
works to change the structure of the family at crucial times, without becoming a part of 
it, so that the family collectively can unite in a healthy and productive way. 


PROCESS AND OUTCOME 


The process of change within structural family therapy is probably best described as 
gradual but steady. It is geared to the cultural context of the family but follows some gen- 
eral patterns. When successful, this approach results in symptom resolution and structural 
changes. Usually, significant changes occur after a few sessions because the therapist 
uses specific techniques to help family members interact in new ways. These techniques 
are often used in an overlapping manner in order to help the family to become less 
homeostatic. The idea is to emphasize action over insight. Family members are given 
homework, that is, activities to do outside of the session, in addition to the work they do 
within their therapeutic time. 


Family Reflection: Many individuals have negative associations with the term “homework” 
because of experiences they had in school. How do you think you could reframe the concept 
of homework to make it more attractive to family members who might dislike the term or rebel 
against it? 


In successful treatment, the overall structure of the family is altered and reorganized. 
This change in structure enables family members to relate to one another in a more functional 
and productive manner. As a part of this process, dated and outgrown rules are replaced by 
those more related to the family’s current realities. In addition, parents are in charge of their 
children, and a differentiation between distinct subsystems emerges (Piercy et al., 1997). 


UNIQUE ASPECTS OF STRUCTURAL FAMILY THERAPY 
Emphases 


One strong aspect of structural family therapy is its versatility. The structural approach 
has proven successful in treating families experiencing difficulties with juvenile delin- 
quency, alcoholism, obesity, and anorexia (Fishman, 1988; Jones et al., 2011). It is as 
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appropriate for lower-socioeconomic-level families (Minuchin, Colapinto, & Minuchin, 
1999) as for high-income families. It can be adapted for use with minority and cross-cultural 
populations as well (Boyd-Franklin, 1987; Jung, 1984). Its concepts, such as hierarchy and 
advocacy for a parental-executive system, boundaries, and subsystems, “make it ideal for 
and compatible with Asian-American cultural and family values” (Kim, 2003, p. 391). In 
essence, structural family therapy is suitable for a wide variety of client-families. For 
example, structural family therapy is popular with single-parent families because it deals 
with such concerns as structure, boundaries, and power (Minuchin & Fishman, 1981). 
The interventions of structural family therapists seek to restructure or redefine family sys- 
tems (Minuchin, 1974). This approach is designed to put the parent in charge of the way 
the family functions. The family moves from being a system in which there is a parenti- 
fied child or an equalized relationship among parents and children to one in which 
power is vested in a custodial parent. Structural family therapy is sensitive to the effect of 
culture on families as well. 

A second characteristic of this approach is its emphasis on terminology and ease of 
application. Basically, structural family therapy has clearly defined terms and procedures. 
Treatment methods and techniques are described in such a way that novice therapists can 
easily conceptualize what they are to do and when to do it (Minuchin & Fishman, 1981). 
The process is clear because of the clarity of the theory. 

A third attribute of structural therapy is that it helped make family therapy as a 
whole acceptable to medicine in general and psychiatry in particular (Simon, 1984). As a 
psychiatrist, Minuchin was able to make a case with the medical community for his 
approach and for family therapy treatment. Without this recognition and implicit endorse- 
ment, family therapy would be more of an intellectual exercise and a mystery. 

A fourth aspect of the structural approach is its emphasis on symptom removal and 
reorganization of the family. “Changes in family structure contribute to changes in behav- 
ior and the inner psychic processes of the members of the system” (Minuchin, 1974, p. 9). 
Families have a different emphasis as a result of treatment and are able to cope better. 
Members experience their families in new and positive ways. 

A fifth dimension of structural family therapy is its pragmatic, problem-solving 
emphasis. Therapists are active in bringing about change (Colapinto, 2000). By using 
reframing, for example, a structural family therapist can help a family conceptualize a 
situation as being “depressive” rather than “hopeless.” By seeing the difficulty in this way, 
the family can take steps to cope with or address depression and thereby gain greater 
control over themselves and their environment. In essence, structural family therapy was 
born out of necessity. It has not deviated from its origins. 


Comparison with Other Theories 


Structural family therapy is a well-developed, action-oriented, and pragmatic approach to 
working with families. It has been as well articulated and illustrated as any other family 
therapy. However, critics charge that the theory is not complex or profound enough to 
address the complication of family life to any great extent. 

A second point of comparison is based on the accusation by some clinicians that the 
focus of the theory lends itself to reinforcing sexism and sexual stereotypes (Simon, 
1984). These critics stress that Minuchin encourages husbands to take on executive roles 
and wives to take on expressive roles in the family so that everyone does not suffer 
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(Luepnitz, 1988). They contend that mothers should be encouraged and supported to 
become more effective. In fairness, it must be said that Minuchin developed his theory 
with low-income families in which husbands had hidden or indirect power and would 
undermine the efforts of their spouses. 

A third distinction of the structural approach is that it focuses on the present. Past 
patterns and history are not emphasized (Minuchin, 1974). Structural family therapy basi- 
cally ignores historical data. For example, structuralists mentally map the present configu- 
ration of the family rather than pay attention to the historical or developmental landmarks 
of the family over time. 

A fourth aspect of structural family therapy is that it is sometimes hard to distinguish 
from strategic family therapy (Friesen, 1985; Stanton, 1981). In both approaches, there is 
a pragmatic emphasis on identifying and blocking present behaviors that are destructive 
and repetitive. There is also a focus on the process, as opposed to the content, of ses- 
sions. The therapist takes a great deal of responsibility for initiating change through such 
techniques as enactments or homework assignments. In both approaches, the time frame 
for treatment is relatively short term—less than 6 months. 

A final distinction of structural family therapy is that families may not become as 
empowered, because the therapist is active and in control of the process (Friesen, 1985). 
This aspect of treatment may be helpful to families who would not have taken any initia- 
tive by themselves, but for others it may hinder the speed of progress. 


CASE ILLUSTRATION 


The Johansson Family 
Family Background 


Hanna Johansson, age 32 years, is the mother of four children: Simon, age 12 years, 
Heidi, age 8 years, Holly, age 5 years, and Hans, age 2 years. Her common-law husband, 
Martin, age 30 years, lives with the family on occasion but usually stays away because he 
fears that Hanna’s social worker will cut off government support if he is discovered in her 
apartment. Because of Martin’s frequent absence and his financial inability to contribute 
to the family, Hanna and her children often go without needed food and medical care. 
Their apartment in the “projects” is in serious disrepair. 

Hanna recently told her social worker that Simon has been sneaking out late at 
night. She is unable to control him, and the social worker is considering removing him 
from the family. Hanna fears the effects of such a process and is equally distressed at the 
thought that Simon may become part of a gang and endanger her and the younger chil- 
dren. Her social worker wants specific detailed information on what Simon is doing. 
Hanna’s mother, age 55 years, who lives nearby, is urging Hanna to “do something and 
do it quickly.” 


Conceptualization of Family: Structural Perspective 


From a structural perspective, the Johansson family is unorganized and problematic. It 
lacks resources. Hanna does not have a supportive relationship with either Martin or her 
mother. The fact that Simon is beginning to act out is indicative of this lack of a hierarchy 
and the effects of poverty. Power is being usurped by Simon because the boundaries 
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within the family unit are diffused. If the family structure is not strengthened soon, Simon 
will most likely become triangulated. 


Process of Treatment: Structural Family Therapy 


To help the Johanssons, a structural family therapist would first join with all members of the 
family that come for treatment. The therapist would then urge all members of the family, 
including Martin and Hanna’s mother, to attend most, if not all, sessions. The therapist 
would next mentally map the family after they are seated and notice who sits next to whom 
and the verbal interactions that take place. Then, to help the family begin to help itself, the 
therapist would move members around until natural subsystems within the family are 
grouped together, such as parents and children. With the Johanssons, the therapist would 
concentrate also on mimesis and match the family’s feeling mood, most likely hopelessness. 

After the therapist “joins” and “accommodates” the family, he or she would begin to 
take a leadership role in the family. First, he or she would unbalance the family by allying 
with the parent subsystem. By doing so, the therapist emphasizes the importance of a strong 
couple subsystem, that is, both Hanna and Martin. The therapist might then work with spon- 
taneous interactions within the session itself. If Hanna and Martin ask Simon to sit down and 
he does not, the therapist might insist through the use of an intensity method of repetition 
and would keep trying until successful. Then, even if only momentarily, the therapist would 
note the success and in doing so would shape competence. The therapist might also use 
reframing and state that Hanna’s mother, through her overinvolvement in pressuring her 
daughter to act, is “quite concerned” about her daughter and the family’s well-being. 

In this approach, the therapist would always begin an intervention with the parent 
subsystem in order to clarify and emphasize boundaries. As treatment progresses each 
session, the therapist would seek to put less attention on Simon and more on family 
dynamics and processes as influenced by structure. Simon would lose his status as the 
identified patient, and the family would become the treated unit. As boundaries and 
structure are changed, power would regress to the parent subsystem. At this time, the 
therapist would share with Hanna and Martin some pragmatic and cognitive knowledge 
to help them stay on top of the family situation. 


Summary and Conclusion 


Structural family therapy was formed out of necessity 
in the 1960s by Salvador Minuchin and his colleagues 
at the Wiltwyck School in upstate New York. It was 
begun because traditional methods of treatment, espe- 
cially psychoanalysis, were not effective in serving the 
needs of inner-city ghetto boys from low-income fami- 
lies, who were the primary residents of this facility. It 
was refined at the Philadelphia Child Guidance Clinic 
in the 1970s and 1980s. It continues to be a major the- 
oretical approach to helping families change. 

Like most systems theorists, structural family 
therapists are interested in how the components of a 
system interact, how balance or homeostasis is 


achieved, how family feedback mechanisms operate, 
and how dysfunctional communication patterns 
develop and are sustained. A particular emphasis of 
the structural approach is that all families have struc- 
tures that are revealed through member interactions. 
Some family structures are more functional than oth- 
ers. Families that have a hierarchy, that is, are well 
organized, adjust better to their environment and cri- 
ses than do families that are not set up in this manner. 
Of special interest to structural family therapists are 
spouse, parent, and sibling subsystems and the clear- 
ness of boundaries between them. In addition, roles, 
rules, and power within the family are emphasized. 
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A number of innovative techniques and proce- 
dures have come from structural family therapy. 
Among the best known and most effective are joining, 
reframing, unbalancing, enacting, working with spon- 
taneous interaction, promoting boundary formation, 
speaking with intensity, restructuring, shaping compe- 
tence, and adding cognitive constructions. Like an art- 
ist, structural family therapists time the intensity and 
emphasis of their inputs. On some occasions, they 
“map” family interactions; on others, they intervene in 
dramatic fashion. This unpredictability can be a pow- 
erful feature of the approach. 


Summary Table 
MAJOR THEORISTS 


Major theorists of structural family therapy 
include Salvador Minuchin, Braulio Montalvo, 
Charles Fishman, Bernie Rosman, Harry Aponte, 
Duncan Stanton, and Thomas Todd. 


PREMISES OF THE THEORY 


Family functioning involves family structure, 
subsystems, and boundaries. 


Structural family therapy is also based on under- 
standing the nature and interplay of roles, rules, 
and power within the family. 


TREATMENT TECHNIQUES 


Techniques in structural family therapy are 
designed to address dysfunctional sets, which 
are the family reactions, developed in response 
to stress, that are repeated without modification 
whenever there is family conflict. 


Therapeutic techniques include the following: 
Joining 
e Tracking. 
e Mimesis. 


e Confirmation. 
e Accommodation. 


Disequilibrium techniques 


e Reframing. 

e Punctuation. 

e Unbalancing. 

e Enactment. 

° Working with spontaneous interaction. 


If all works well, families leave structural family 
treatment with more functional ways by which mem- 
bers can interact and with clearer boundaries. Families 
may not have insight into their new behaviors, but 
they have new ways of relating. Structural family ther- 
apy is versatile in terms of the types of families with 
which it can be used. It is also easily combined with 
other family therapy approaches, such as strategic 
family therapy. Critics of the approach claim that it 
concentrates too much on surface issues and may be 
implicitly sexist. Nevertheless, structural family therapy 
remains popular as a treatment methodology. 


e Boundary making. 

e Intensity. 

e Restructuring. 

e Shaping competence. 

e Diagnosing. 

e Adding cognitive constructions. 
e Pragmatic fictions. 


ROLE OF THE THERAPIST 


Therapists mentally “map” their families and 
work actively in counseling sessions. They 
instruct families to interact through enactments 
and spontaneous sequences. Therapists are like 
theater directors. 


PROCESS AND OUTCOME 


Action is emphasized over insight, with the ther- 
apist using specific techniques to help family 
members interact in new ways. 


Family members are given homework to do out- 
side of therapy sessions. The overall structure of 
the family is altered and reorganized. 


UNIQUE ASPECTS OF STRUCTURAL 
FAMILY THERAPY 


Structural family therapy emphasizes the fol- 
lowing: 


e It was the first developed for lower- 
socioeconomic-level families and is very 
versatile. 

e It has clearly defined terminology, and 
techniques are relatively straightforward 
to apply, even for a novice therapist. 
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e It was influential in getting the profes- 
sion of psychiatry to respect family ther- 
apy as an approach to treatment. 

° The treatment focuses on symptom 
removal and reorganization of the family. 

e It is a very pragmatic therapy that focuses 
on problem solving for client families. 


Comparison with Other Theories 


The theory is as well developed and well articu- 
lated as any approach in the family therapy 
field, although some say it is unable to address 
the full complexity of family life. 


Some feminists believe the theory promotes 
gender stereotypes by emphasizing traditional 
paternal roles, but that is not Minuchin’s focus. 


The theory is not as strong in explaining family 
dynamics and development, as the practice of 
this approach is in fostering change. 


Structural family theory and strategic family 
theory are sometimes conceptualized as one in 
the same, which makes it hard for some thera- 
pists to discern the unique aspects of each. The 
result is often a failure to appreciate the contri- 
butions of structural family therapy or to use it 
appropriately. 

The therapist must be active and creative. He or 
she is highly influential in the change process 
and may inadvertently prevent maximum family 
interaction and employment. 


CHAPTER 12 


Theory, Treatments, 
and Outcomes of 
Strategic Family 
Therapies 


After giving birth to Nathaniel 
you asked for a Wendy’s shake and fries. 
I can still remember as if yesterday 
the words that broke the silence 
surrounding the miracle of new life: 
“Tm hungry.” 

Walking from your room still dazed, 

through the Sunday streets of Birmingham, 
I brought you back your first request from labor. 
That cold November morning is now a treasure in my mind 

as are you and the child that you delivered. 


Gladding, 1993b 


CHAPTER OVERVIEW 
From reading this chapter, you will learn about 


m The role Jay Haley played in promoting strategic as well as structural therapy. 

m The major theorists, premises, techniques, roles of the therapist, processes, and 
outcomes of strategic family therapy. 

m The uniqueness of the strategic family therapy approach. 


As you read, consider 


m How one might become confused in distinguishing strategic from structural family 
therapy. 

m The innovative and creative nature of strategic family therapy. 

m How comfortable you are or would be in planning strategies to resolve family 
problems. 
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essence of these theories is examined and compared. Strategic therapies are indebted 

to the work of Milton Erickson, whose work influenced their founders. Erickson’s goal 
in treatment was change. He believed in utilizing the resources of his clients and designing 
a “strategy for each specific problem” (Madanes, 1991, p. 396). Erickson then worked with 
his clients to help them become active in assisting themselves. He did so by giving them 
directives and indirect suggestions. He did not care whether people gained insight, as long 
as their actions produced beneficial results. “If Freud was a philosopher-priest from Vienna, 
Erickson was a samurai warrior from Wisconsin” (Wylie, 1990, p. 28). 

Although they share a common heritage, there are three distinct branches of strate- 
gic family therapy. The differences between these approaches have been articulated by 
the following: 


S trategic family therapies are method oriented and brief in duration. In this chapter, the 


e The strategic family therapists of the Mental Research Institute (MRD (http://www. 
mri.org). 

e The strategic family therapists of the Family Therapy Institute, specifically, Jay Haley 
chttp://www.jay-haley-on-therapy.com) and Cloé Madanes (http://www.cloema- 
danes.com). 

e The strategic family therapists of the Milan Institute. 


The MRI form of strategic family therapy is the oldest of these therapeutic approaches. 
It is a descendent of the Bateson communications studies group, which was conducted in 
Palo Alto from 1952 to 1962. Among the most prolific modern proponents of this approach 
are Paul Watzlawick and John Weakland. Other figures connected with this branch of stra- 
tegic family therapy are Lynn Hoffman, Peggy Penn, and Richard Rabkin. 

A second type of strategic family therapy is that articulated by the cofounders of the 
Family Therapy Institute of Washington, D.C., most notably Jay Haley and Cloé Madanes. 
This school of thought was organized in the mid-1970s, although the institute Haley and 
Madanes established is now defunct (Keim, 2000b). Nevertheless, Haley, Madanes, and 
their followers have had an influence on other theories, theorists, and teams of research- 
ers, including those in the MRI Palo Alto group and the Milan Group. 

The third group of theorists considered here is from Milan, Italy. The genesis of this 
branch of family therapy, usually referred to as systemic family therapy, was formu- 
lated by a team of practitioners whose members originally included Mara Selvini Palazzoli, 
Luigi Boscolo, Gianfranco Cecchin, and Guiliana Prata (Campbell, Draper, & Crutchley, 
1991). The team leader of this effort was Selvini Palazzoli. In 1967, she established the 
Milan Center for the Study of the Family. Previous to this landmark event, Selvini Palazzoli 
had devoted her life to the study and treatment of anorexia nervosa, with limited success 
(Selvini Palazzoli, 1974). Systemic family therapy is characterized as long brief therapy 
because of the amount of time that lapses between sessions (usually a month) and the 
duration of treatment (up to a year) (Tomm, 1984a). 

The format of this chapter consists of a discussion of the underlying principles of 
strategic theories as unique but related approaches. Strategic approaches developed by 
Erickson, Haley, Madanes, and the MRI group will be followed by an exploration of Milan 
systems theory, which was powerful as an approach in the 1970s and 1980s and is stilled 
used today. This approach no longer has a designated leader or training center, but is still 
used in a variety of ways. Included in this examination of strategic and Milan systems 
theory is a brief description of major professionals involved in formulating these models. 
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The primary assumptions and underpinning techniques of these positions are highlighted. 
The foci of therapists using these orientations are then discussed. Finally, the process and 
outcome of these theories are described along with their unique contributions to the field 
of family therapy. Since Milton Erickson influenced the entire strategic movement, he will 
be discussed first. 


STRATEGIC FAMILY THERAPY: THE INFLUENCE 
OF MILTON ERICKSON (1901-1980) 


The strategic family therapy approaches have a history that is both long and distinguished. 
Jay Haley (1963, 1973) coined the term strategic therapy to describe the work of Milton 
Erickson. Erickson was a psychiatrist who specialized in hypnosis. He was founding presi- 
dent of the American Society for Clinical Hypnosis and a fellow of the American Psychiatric 
Association and the American Psychological Association. He was especially attuned to the 
power of the unconscious mind as a creative, often positive, solution-generating entity. 
Erickson conducted therapy by paying extreme attention to details of the symptoms his cli- 
ents presented, whatever the form they might take. For example, he would focus on beliefs, 
background, history, habits, or anything else that would help him help his clients. Erickson’s 
center of attention, like that of most present-day strategic therapists, was on changing 
behavior by manipulating it and not on instilling insight into those with whom he worked. 
Erickson frequently used metaphors and stories as ways of making suggestions to his clients. 
He discovered his effective methods by trial and error and was largely self-taught. 

Erickson, who was color blind and dyslexic, might not have been as influential as 
he came to be had he not contracted polio at the age of 17 years on his family’s farm in 
Wisconsin. Doctors did not expect him to live because of the severity of his condition. 
They told his parents as much, and overhearing the conversation, Erickson grew angry 
and became determined to prove the physicians wrong. He willed himself into a state of 
autohypnosis and lived through the day on which the doctors had said he would die. 
Paralyzed except for his hearing and the movement of his eyes, he became a keen 
observer of people, especially his family. He not only had time to observe, he had time 
to remember as well, and through recall he remembered the movement of his body and 
eventually gained all of his facilities back. 

Later in life he developed post-polio syndrome and was eventually confined to a 
wheelchair. The Bateson Group from Palo Alto, California, particularly Gregory Bateson 
and his wife, Margaret Mead, had consulted with Erickson by this time about trance states 
that Mead had observed in Bali. Through Bateson, Jay Haley came to know Erickson and 
essentially made his work widely known by describing it in his book, Uncommon Ther- 
apy (1973). From this point on, Erickson found himself much in demand until the end of 
his life, giving lectures and teaching his methods to others. 

Erickson achieved his objectives in therapy by the following procedures: 


e Accepting and emphasizing the positive (i.e., he framed all symptoms and maladap- 
tive behaviors as helpful). 

e Using indirect and ambiguously worded directives. 

e Encouraging or directing routine behaviors so that resistance is shown through 
change and not through normal and continuous actions (Haley, 1963). 
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MAJOR STRATEGIC THEORISTS 


The strategic family therapy approaches have many well-known practitioners, such as 
Paul Watzlawick and John Weakland. However, as representatives of these approaches, 
Jay Haley and Cloé Madanes are highlighted here. 


Jay Haley (1923-2007) 


Jay Haley was “one of a small handful of indispensably important people in the creation 
of systemic family theory and strategic family therapy” (Ray, 2007, p. 291). He was one of 
the first generation of family therapists, and his theoretical writings and techniques had a 
powerful impact on the development of family therapy worldwide. Haley served as an 
effective communicator between people and groups. Although he could be provocative, 
Haley was a strong advocate of family therapy in public and professional settings. His 
development was unique among family therapists. He learned from and with the three 
people who had the most influence on the evolution of family therapy: Milton Erickson, 
Gregory Bateson, and Salvador Minuchin. 

Haley began his career with Gregory Bateson in 1952. Because he had a master’s degree 
in communications, his chief responsibility in the research team Bateson assembled was to 
take a lead in diagnosing communication patterns in schizophrenic families. As a result of his 
work, Haley became interested in studying the hypnotherapy communication process of 
Milton Erickson. He learned hypnosis from Erickson in 1953 and later taught and practiced it 
(Simon, 1982). He incorporated much of Erickson’s ideas into his own concepts about how to 
do therapy. Erickson supervised him as he learned to become a therapist. Basically, he 
adopted and modified Erickson’s individual emphasis so that it would work with families. 

In 1962, after the Bateson team dissolved, Haley joined the MRI staff, where he 
worked until 1967. It was at this time that he stopped doing therapy and became prima- 
rily involved in “family research and the observation of therapy” (Simon, 1982, p. 20). He 
also became the first editor of the initial journal in the field of family therapy, Family 
Process, a position he held from 1962 to 1969. Haley became even more involved in 
supervision when he moved east to join Salvador Minuchin at the Philadelphia Child 
Guidance Center in 1967. With Minuchin, he organized “the Institute for Family Coun- 
seling (IFC), a project training people from the Philadelphia ghetto, who had no formal 
education beyond high school, to be family therapists” (Simon, 1982, p. 20). This process 
further established his prominence. 

In 1974, he moved to the Washington, D.C., area to establish the Family Therapy 
Institute of Washington in Chevy Chase (Maryland) with his then wife, Cloé Madanes. 
After this move, he published two of his most influential books, Problem Solving Therapy 
(1976b) and Leaving Home (1980). These books spelled out the essence of strategic fam- 
ily therapy as Haley viewed it, an approach that distinguishes itself by its emphasis on 
power and hierarchy. 

Overall, while considered by some as unorthodox, Haley was a pragmatist. He 
“broke down the complexities of therapy into comprehensible steps and common-sense 
concepts.” In addition, he “published 22 books translated into 16 languages, more than 
100 papers, and helped create many films” (Bobrow, 2007, p. 10). Haley is described as 
having the skills of a power broker and a military strategist and having made these skills 
“respectable therapeutic techniques” (Wylie, 1990, p. 28). He retired in 1995 to La Jolla, 
California, and died in his sleep at his home in San Diego in 2007. 
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Cloé Madanes (1945-) 


Cloé Madanes was born and raised in an extended family in Argentina. She started read- 
ing the works of Freud at age 14 years, and by the time she finished college with a major 
in psychology, she realized through her studies that she wanted to go to the MRI in Palo 
Alto for further training. She did exactly that and worked as a research assistant for Paul 
Watzalawick from 1965 to 1968. She then returned briefly to Argentina, where she worked 
as a clinician and supervisor at a large mental hospital and taught what she had 
learned at the MRI. Because of the political situation in Argentina, she returned to the 
United States and was employed by Salvador Minuchin at the Philadelphia Child Guid- 
ance Clinic (West & Bubenzer, 1993). She was more attracted to Jay Haley and strategic 
family therapy than to Minuchin and the structural family approach. She married Haley in 
1976 (as his second wife) and brought innovations to Minuchin. Shortly after marrying, 
the couple left Philadelphia and opened up the Therapy Institute of Washington together. 
Madanes is much gentler in her approach to strategic family therapy than Haley, 
and one of her strongest and most lasting techniques—the pretend technique—is evi- 
dence of her innovation and creative spirit. Another lasting contribution of Madanes has 
been her work in relation to issues of sex and violence (Madanes, 1990). Her work with 
sexual offenders, which is also covered in this chapter, is both unique and powerful. 


PREMISES OF THE THEORY 


As a group, strategic family therapies follow many of Milton Erickson’s principles. They 
emphasize short-term treatment of about 10 sessions, with particular emphasis on the first 
session (Amini & Woolley, 2011). Often strategic therapies are characterized as brief 
therapies. The term brief, used in this way, is misleading. Brief therapy has to do more 
with the clarity about what needs to be changed rather than with time. “A central princi- 
ple of brief therapy is that one evaluates which solutions have so far been attempted for 
the patient’s problem” (Priebe & Pommerien, 1992, p. 433). After the evaluation, different 
solutions in therapy are tried. These solutions are often the opposite of what has already 
been attempted (Watzlawick, 1978). 

For instance, if parents have begged a daughter to make good grades, treatment 
might focus on having the parents ask the daughter to show them why she manages to 
do so poorly in school. They may even instruct her to continue what she has been doing. 
“Brief therapists hold in common the belief that therapy must be specifically goal-directed, 
problem-focused, well-defined, and, first and foremost, aimed at relieving the clients 
presenting complaint” (Wylie, 1990, p. 29). 

In general, strategic family therapists concentrate on the following dimensions of 
family life: 


e Family rules: the overt and covert rules families use to govern themselves, such 
as “you must only speak when spoken to.” 

° Family homeostasis: the tendency of the family to remain in its same pattern of 
functioning unless challenged to do otherwise—for example, getting up and going 
to bed at the same times. 

e Quid pro quo: the responsiveness of family members to treating others in the 
way they are treated—that is, something for something. 


315 


316 Part2 ° Therapeutic Approaches to Working with Families 


e Redundancy principle: the fact that a family interacts within a limited range of 
repetitive behavioral sequences. 

° Punctuation: the idea that people in a transaction believe that what they say is 
caused by what others say. 

e Symmetrical relationships and complementary relationships: the fact that 
relationships within a family are both among equals (symmetrical) and among une- 
quals (complementary). 

° Circular causality: the idea that one event does not “cause” another, but that 
events are interconnected and that the factors behind a behavior, such as a kiss or 
a slap, are multiple. 


Family Reflection: My father used to say to me when I was unfocused, “Sam, you cannot be a 
promising young man forever.” He basically called my attention to time and opportunity. Stra- 
tegic family therapy does the same in providing a limited number of sessions and concentrating 
on only one problem. What has been your experience in a time-limited, one-problem situation, 
such as deciding initially on a career? Do you think such a focus is more motivating than a more 
open time and multiple-problem atmosphere? Why or why not? 


TREATMENT TECHNIQUES 


As a group, strategic family therapists are innovative. They believe that telling people 
what they are doing wrong is not helpful. The same is true concerning the encourage- 
ment of catharsis (Haley, 1976b). If families are going to change, alterations in the ways 
their members act must precede new perceptions and feelings. This goal can be accom- 
plished in an almost endless number of ways. Some problems can be resolved by not 
treating them as problems—for example, not becoming overly concerned when a 2-year- 
old throws a temper tantrum because that is typical behavior at that age. 

Each intervention in strategic therapy is tailored to the idiosyncrasies of persons and 
problems. The customization makes strategic therapies some of the most technique driven 
of all family therapies. Among the various schools of strategic family therapy, different 
concepts and methods are highlighted here. In general, strategic family therapists empha- 
size reframing, directive, paradox, ordeals, pretend, and positioning techniques. 


Reframing 


Reframing involves the use of language to induce a cognitive shift within family members 
and alter the perception of a situation. In reframing, a different interpretation is given to 
a family’s situation or behavior. In this process, a circumstance is given new meaning 
and, as a consequence, other ways of behaving are explored. Reframing does not change 
a situation, but “the alteration of meaning invites the possibility of change” (Piercy & 
Sprenkle, 1986, p. 35). “Depression” may be conceptualized as “irresponsibility,” “stub- 
bornness,” or “a coping strategy.” Similarly, “anxiety” may be reframed as “excessive con- 
cern” or “a nervous response.” 

Reframing helps to establish rapport between the therapist and the family and 
breaks down resistance. Through the use of reframing, what was once seen as out-of- 
control behavior may become voluntary and open to change, such as using another “cop- 
ing strategy” or “lowering concern” about a situation. 
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Directive 


A directive is an instruction from a family therapist for a family to behave differently. “The 
directive is to strategic therapy what the interpretation is to psychoanalysis. It is the basic 
tool of the approach” (Madanes, 1991, p. 397). Many types of directives can be given in 
strategic therapy, including nonverbal messages (e.g., silence, voice tone, and posture), 
direct and indirect suggestions (e.g., “Go fast,” or “You may not want to change too 
quickly”), and assigned behaviors (e.g., “When you think you won’t sleep, force your- 
self to stay up all night”). The purpose of these “outside-of-therapy” assignments is to 
help people to behave differently so that they can have different subjective experiences. 
Directives also increase the influence of the therapist in the change process and give the 
therapist information about how family members react to suggested changes. 

An example of a directive is to tell a family to “go slow” in working to bring about 
change. In this situation, their resistance to change may dissolve as they attempt to diso- 
bey the directive. On the other hand, if they follow the directive, the therapist can gain 
more influence in their lives. 


Paradox 


One of the most controversial and powerful techniques in strategic family therapy is 
paradox (Sexton & Montgomery, 1994). Although fine distinctions can be made between 
them, this process is very similar to prescribing the symptom. It gives client-families 
and their members permission to do something they are already doing and is intended to 
lower or eliminate resistance. Haley (1976b) is one of the best-known proponents of this 
technique. Paradox takes many forms, including the use of restraining, prescribing, and 
redefining: 


1. In restraining, the therapist tells the client-family that they are incapable of doing 
anything other than what they are doing. A therapist might say, “In considering 
change, I am not sure you can do anything other than what you are presently 
doing.” 

2. In prescribing, family members are instructed to enact a troublesome dysfunc- 
tional behavior in front of the therapist. Parents may be asked to show how they 
argue with their 16-year-old about when he will be allowed to get a driver’s license. 
They are told to continue the argument for about the same amount of time the argu- 
ment usually takes and come up with the same impasses. 

3. Redefining is attributing positive connotations to symptomatic or troublesome ac- 
tions. The idea is that symptoms have meaning for those who display them, whether 
such meaning is logical or not. In the case of a school-phobic child, the therapist 
might redefine her behavior as an attempt to keep her parents together in the mar- 
riage through focusing their attention on her. 


It should be noted, especially by novice therapists, that a paradox is never used 
when a more straightforward approach, like a directive, can be implemented effectively. 


Family Reflection: The use of paradox is often considered “sexy” and “mysterious,” while a 
directive is thought of as “mundane” and even “pedestrian.” Have you ever experienced a para- 
dox? How do you feel about being given a paradox as opposed to being given a directive? 
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Ordeals 


The ordeals technique involves helping the client to give up symptoms that are more 
troublesome to maintain than they are worth (Haley, 1984). In this method, the therapist 
assigns a family or family member(s) the task of performing an ordeal in order to elimi- 
nate a symptom. The ordeal is a constructive or neutral behavior that must be performed 
before engaging in the undesirable behavior. For example, an ordeal might be to exercise 
before the onset of depression or to take a shower before getting angry. In essence, the 
ordeal is always healthy, but is not an activity that those directed to do it want to imme- 
diately engage in. The hope is that those involved in doing the ordeal will give up or 
modify actions or symptoms in order to avoid performing the constructive behavior. 


Pretend 


The pretend technique is a gentler and a less confrontive technique than most of the 
other procedures used in strategic family therapy. Madanes (1981, 1984) is identified as 
the creator of this concept. Basically, the therapist asks family members to pretend to 
engage in a troublesome behavior, such as having a fight, or to imagine that something is 
disconnected so they do not have to respond to a stimulus. Overall, the act of pretending 
to fight helps individuals change through experiencing control of a previously involun- 
tary action. 


Family Reflection: Some people consider pretend to be like a role-play, only a bit “lighter.” 
What did you pretend to be when you were growing up? What have you pretended as an adult? 
What value do you see in the use of pretend? What are the drawbacks? 


Positioning 


The act of positioning by the therapist involves acceptance and exaggeration of what 
family members are saying (Piercy & Sprenkle, 1986). If conducted properly, it helps the 
family to see the absurdity of what they are doing. They are thereby freed to do some- 
thing else. For example, if a family member states that her relationship with her father is 
“difficult,” the therapist might respond, “No, it is hopeless” (Watzlawick, 1983). 


ROLE OF THE THERAPIST 


The roles of strategic therapists differ according to their subschools. However, those who 
work with this methodology share a belief in being active and flexible with their family 
clients. It is the therapist’s responsibility in these family therapy approaches to plan strat- 
egies to resolve family problems. Therapists often proceed quickly and specifically in 
their focus on resolving presenting problems and virtually ignore family histories and 
personal diagnoses (Wylie, 1990). “They are symptom focused and behaviorally oriented” 
(Snider, 1992, p. 20). 

“The first task of the therapist is to define a presenting problem in such a way that 
it can be solved” (Madanes, 1991, p. 396). Although the problem can be conceptualized 
in a number of ways, the therapist usually tries to define it as one that the family has vol- 
untary control over and that involves a power struggle. In defining the problem in such a 
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manner, the therapist sets out to help family members make changes that alter the family 
dynamics from a competitive stance (in which there are winners and losers) to a coop- 
erative position (in which everyone wins) (Watzlawick, 1983). 

Most strategic therapists are overtly active. Haley (1990) believes it is essential to 
make changes in people and families within the first three sessions. He works hard at 
reframing client’s perceptions and presenting complaints and strives to come up with a 
unique innovative method to use in each case. He tailors his approach for each family in 
the same way as Milton Erickson would and in the same way a surgeon would plan an 
operation. 

Strategic family therapists try to use presenting problems as ways to bring about 
change in families by giving them tasks that are usually carried out between sessions, that 
is, homework. “Therapists also use structural interventions such as attempting to unbal- 
ance family systems by joining with one or more members on a conflictual point, fortify- 
ing generational boundaries, and supporting members at particular times to accomplish a 
specific objective” (Snider, 1992, p. 20). 


Family Reflection: As a strategic therapist, you are in charge of the session and family with 
whom you work. How does that feel to you? When have you been in charge before? Of what? If 
therapy fails, whose fault is it? How comfortable is that for you? 


PROCESS AND OUTCOME 


The goal of strategic family therapy is to resolve, remove, or ameliorate the problem the 
family agreed to work on (Snider, 1992). The family must learn, at least indirectly, how to 
address other problems in a constructive manner. Often, resolving family difficulties 
involves a multitude of interventions or steps. The following are four common proce- 
dures for ensuring a successful outcome: 


1. Defining a problem clearly and concisely. 

2. Investigating all solutions that were previously tried. 

3. Defining a clear and concrete change to be achieved. 

4. Formulating and implementing a strategy for change (Watzlawick, 1978). 


The emphasis in strategic therapy is on process rather than content. The methods 
used in bringing about change focus on breaking up a vicious cycle of interaction, such 
as constantly arguing, and replacing it with a virtuous cycle that highlights alternative 
ways of acting, such as agreeing to disagree and then doing a mutually agreeable act 
together like planting flowers or going to the movies (Friesen, 1985). 


UNIQUE ASPECTS OF STRATEGIC FAMILY THERAPY 
Emphases 


A major emphasis of strategic family therapy is its flexibility as a viable means of working 
with a variety of client-families. This approach has been successfully used in treating 
families and their members who display such dysfunctional behaviors as enmeshment, 
eating disorders, and substance abuse (Haley, 1980; Stanton, Todd, & Associates, 1982). 
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A second characteristic of this approach is that, with the exception of a few true 
believers, most therapists who use it “now concede that real change is possible at the 
individual and dyadic level—that the entire system need not always be involved in lower- 
order change” (Fish, 1988, p. 15). Because significant change can be brought about with- 
out having the entire family involved in treatment sessions, the chances of obtaining a 
desirable outcome are increased. 

A third emphasis of strategic family therapy is its focus on innovation and creativity. 
As previously mentioned, strategic therapists trace their lineage to Milton Erickson, who 
was especially potent in devising novel ways to help his clients. Many strategic family 
therapy practitioners, especially Madanes (1990), are a part of this tradition. Madanes 
devised a 16-step procedure for working with sex offenders and their victims. This 
approach is notable for its concreteness in obtaining clear facts, its linkage in connecting 
sexuality with spirituality, and its power in persuading the offender to seek forgiveness 
from the victim on his knees. 

As a group, strategic family clinicians view the major goal of therapy as changing 
the perception and, hence, the interaction of families. Through their “introduction of the 
novel or unexpected, a frame of reference is broken and the structure of reality is rear- 
ranged” (Papp, 1984, p. 22). 

A fourth quality of strategic family therapy is the way it can be employed with a 
number of other therapies, particularly behavioral and structural family therapy (Alexander & 
Parsons, 1982; Fish, 1988; Haley, 1976b; Steinberg, Sayger, & Szykula, 1997). One reason 
this quality is so prevalent in strategic therapy is that one of its codevelopers, Jay Haley, 
worked at the Philadelphia Child Guidance Clinic in a structural setting and incorporated 
parts of that theory into his version of strategic treatment. Another reason is that behavio- 
ral family therapy focuses on defining, clarifying, and changing specific interactional pat- 
terns in a parallel manner to the strategic approach (Fish, 1988). A final reason is that 
many influential therapists have a historical or personal connection with strategic therapy. 
Consequently, they continue to be influenced in their thoughts and actions by dialogue 
and debate among and with strategic family therapists. 


Family Reflection: A lot of creativity and clarity are expected of a strategic family therapist. How 
appealing do you find trying to engage either or both of these processes? When have you been 
creative within your family? How clear in your communication are you? 


Comparison with Other Theories 


One aspect of strategic family therapy, especially that of the MRI group, that sets it apart 
from other family therapies early in its development is that it concentrates on one prob- 
lem at a time. Basically, a strategic family therapist focuses on a single problem and helps 
families marshal their resources in dealing with an identified difficulty quickly and effi- 
ciently (Snider, 1992). 

A second point of comparison is based on the accusation that strategic family ther- 
apy is too “cookbookish” and “mechanical” (Simon, 1984). This charge is the result of 
prescribed methods of treatment by the MRI and Jay Haley. In fairness, however, there is 
considerable flexibility among therapists who embrace this theory. 
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A third quality associated with strategic family therapy is the controversial view 
about schizophrenia proposed by one of its leading proponents, Jay Haley, who, in 
essence, denies its existence. 

A fourth feature of strategic family therapy involves the skill necessary to implement 
some of its methods. For example, the use of paradox can be powerful in the hands of a 
skilled clinician, but its use can be a catastrophe if employed in a naive way (Friesen, 
1985). Some strategic family therapy approaches demand considerable training of practi- 
tioners before they can be implemented properly. 

A fifth factor of strategic family therapy concerns time and emphasis. All subschools 
within this orientation restrict the number of therapeutic sessions. Although this format 
motivates families to work, it is limiting. For example, the seriousness or extent of prob- 
lems may not be dealt with adequately (Wylie, 1992). It is hoped that by resolving one 
specific situation, families will learn problem-solving skills. Although this is the case for 
some families, it is not universal. 

A final quality of strategic family therapy is its lack of collaborative input from 
client-families. Some strategic family therapy models, such as those devised by Haley, 
emphasize power techniques and the expertness of the therapist. All stress the creative- 
ness of the therapist to find a solution for the family. Much like a physician, the strategic 
therapist who does not produce the desired results in clients usually takes the blame. This 
type of procedure is the antithesis of most other forms of family therapy. 

A comparison between strategic and structural family therapies is shown in Figure 12.1. 
In some instances, the two approaches are so compatible that theorist Duncan Stanton 
(1981) suggested they be integrated into a single approach (Stanton’s idea is not univer- 
sally shared). Although some professionals experience confusion over the differences 
between the two therapies, rules and guidelines are available to help either combine the 
two approaches or sequence them in a complementary manner. A general rule is that 
when structural interventions fail, therapists should try strategic methods because these 
methods were developed on more highly resistant clients (Friesen, 1985). 


MILAN SYSTEMIC FAMILY THERAPY 


Milan systemic family therapy is sometimes confused with the overall concept of “sys- 
temic” as an approach to family therapy. Systemic as a general term is inclusive and 
encompassing. It describes a therapeutic approach with interrelated elements. Systemic 
family therapy, also known as the Milan approach, stresses the interconnectedness of 
family members while also emphasizing the importance of second-order change in fami- 
lies (Tomm, 1984a, 1984b). 


MAJOR THEORIST 
Mara Selvini Palazzoli (1916-1999) 


Like many well-known therapists in the family therapy field, Mara Selvini Palazzoli was 
initially trained as a psychoanalyst. In her native Italy, she specialized in working with 
patients who had eating disorders, but she became increasingly frustrated with the results 
(Selvini Palazzoli, 1974). In 1967, she became the leader of a group of eight psychiatrists 
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Common View of the Family 

e People are seen as interacting within a context that they influence and are influenced by. 

e The family life cycle and developmental stages are important in the assessment of families and their 
members. 

e Symptoms are system maintained and maintain the system. 

e The family can change its behavior if the overall context in which they live is changed. 


Overlap in Therapy Process 

e Treatment is viewed from a pragmatic perspective, although structural family therapy follows a 
more detailed plan of action in providing services than strategic family therapy. 

e The emphasis is on the present, not the past. 

e Repetitive and destructive patterns of behavior are focused on as targets of change. 

e The emphasis of intervention is on family process not content. 

e Both structural and strategic family therapies are symptom oriented. 

e The family therapist is active in helping families change and often directs the process. 

e Contracts for change are negotiated between the family and the therapist and are aimed at 
presenting problems and goals of treatment. 

e Reframing is emphasized, not insight. 

e Considerable effort is made by the therapist in “joining” the family and establishing rapport. 

e The therapist assigns homework and tasks to be completed outside of the therapy sessions. 

e The total time of treatment is relatively short, about 6 months. 


Distinctions between Strategic and Structural Family Therapies 

e “Structuralists emphasize the importance of system role relationships . . . whereas strategists 
emphasize mainly function or process” (Fraser, 1982, p. 14). In essence, the structuralists strive to 
help a family member change his or her position; the strategic family therapists concentrate on 
breaking up or changing dysfunctional repetitive patterns. 

e “Structural views are centered around negative feedback cycles and breaking homeostatic bonds, 
whereas strategic views focus on positive feedback cycles and interrupting vicious cycles to create 
virtuous ones” (Fraser, 1982, p. 14). A negative feedback loop is one that maintains homeostasis. 
Structural family therapists try to break the status quo through restructuring, for example, by 
helping the family create new rules for an adolescent because rules that worked for him or her as a 
child are no longer appropriate. On the other hand, strategic family therapists seek to help families 
do less, not more, of a particular activity, for example, arguing. In the beginning of a family’s 
history, arguing may have resolved some issues, so arguing continued (a positive feedback loop) 
with the expectation that more issues would be resolved. However, the results were negative (a 
vicious cycle). In strategic family therapy, attention is paid to positive deviations that are adaptable 
(a virtuous cycle). 

e “The unit of intervention in structural therapy is the entire family unit and its subunits as they 
function now. . . . The Strategic unit of intervention may be with a subsystem of the family system” 


including an individual (Fraser, 1982, p. 14). 


FIGURE 12.1 Distinctions and similarities in strategic and structural family therapy. 


Adapted from J. S. Fraser, “Structural and strategic family therapy: A basis for marriage or grounds 
for divorce?” Journal of Marital and Family Therapy, 1982, 8(2):13. ©1982 American Association for 
Marriage and Family Therapy. Reprinted by permission. And M. D. Stanton, “An integrated structural/ 
strategic approach to family therapy.” Journal of Marital and Family Therapy, 1981, 7(4), 427. 

©1981 American Association for Marriage and Family Therapy. Reprinted by permission. 


who were the forerunners in applying psychoanalytic ideas to working with families. 
Later they discovered the ideas of Bateson, Haley, Watzlawick, and others and began to 
modify their approach. By 1971, there was a systemic faction of the group. Selvini Palazzoli, 
Boscolo, Cecchin, and Prata formed the Center for the Study of the Family in Milan, 
where they developed the Milan model (Wylie & Cooper, 2000). 
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The Milan team split up in 1980. Selvini Palazzoli and Prata continued to do family 
systems research until 1982. At that time, Selvini Palazzoli formed a new group to work 
with families of schizophrenics and anorectics (Selvini Palazzoli, 1988). Simultaneously, 
her conceptual ideas underwent change, and she began to describe her client-families as 
engaged in a series of games. When families are engaged in games, the children and par- 
ents stabilize around disturbed behaviors in an attempt to benefit from them. To break up 
these games, family therapists must first meet with families and then with parents sepa- 
rately to give them an invariant or variant prescription (explained later in the techniques 
section) that is designed to produce a clear and stable boundary between generations. 

Selvini Palazzoli died June 21, 1999, in Milan, Italy, at the age of 83. She was one of 
the family therapy field’s “most unconventional and charismatic personalities” (Wylie & 
Cooper, 2000, p. 11). 


PREMISES OF THE THEORY 


Systemic family therapy is premised on the idea that therapists will take a systemic (circu- 
lar) view of problem maintenance and a strategic (planned) orientation to change. Symp- 
toms serve a purpose. Individual distress, anguish, or acting out is seen as the 
“thermometer of family functioning” (Snider, 1992, p. 13). Aberrant behaviors by one 
member of the family suggest a disturbance within the entire family. Therefore, systemic 
therapies concentrate on the consequences of family communication patterns and conflict 
between competing hierarchies. They shy away from doing anything more than accepting 
the symptoms as described by the family or family members. 

The concept of neutrality is one of the main pillars underlying the Milan family 
systems approach (Selvini Palazzoli, Boscolo, Cecchin, & Prata, 1980). It is referred to as 
therapeutic neutrality. It keeps the therapist from being drawn into family coalitions 
and disputes and gives the therapist time to assess the dynamics within the family. This 
type of neutrality also encourages family members to generate solutions to their own 
problems (Boscolo, Cecchin, Hoffman, & Penn, 1987). 


TREATMENT TECHNIQUES 


Milan Systemic therapists have created and utilized a number of therapeutic treatment 
techniques. In addition to paradox (described earlier), five techniques are widely utilized: 
hypothesizing, positive connotation, circular questioning, invariant/variant prescriptions, 
and rituals. 


Hypothesizing 


Hypothesizing is central to the Milan approach. It is the formulation by a therapist based 
upon information that he or she possesses about a family and involves a meeting of treat- 
ment team members before the arrival of a family in order to formulate and discuss 
aspects of the family’s situation that could be generating a symptom. During this pre- 
session, the team members attempt to prepare themselves for treating the family. Their 
belief is that they must come up with ideas about how a particular family operates or the 
family will define the problem and treatment in a faulty way. Hypotheses are modified as 
treatment continues. Circularity throughout the family system is stressed. 
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Positive Connotation 


A positive connotation is a type of reframing in which each family member's behavior is 
labeled as benevolent and motivated by good intentions. It is the “therapist’s explanation 
to the family that symptoms are meaningful” (Reiter & Green, 2014). For example, if a 
mother is overinvolved with her daughter, the therapist might label her behavior as one 
of concern. By giving positive connotations to behaviors, therapists simultaneously reduce 
resistance to treatment by the family and establish rapport. 


Circular Questioning 


The Milan approach focuses on questioning, and circular questioning originated with the 
Milan team (Pender & Stinchfield, 2012; Selvini Palazzoli et al., 1980). Circular questioning 
focuses attention on family connections through framing every question so that it 
addresses differences in perception by family members about events or relationships. 
Each family member might be asked to state how he or she perceived the family dealing 
with a crisis situation. The intent is to highlight information, differences, and circular 
processes within the family system. It gives the family clear information while breaking 
down the idea of individual causes and helping family members raise questions. 


Invariant/Variant Prescriptions 


An invariant prescription involves a specific kind of ritual, and it is given to parents 
with children who are psychotic or anorexic in an attempt to break up the family’s dirty 
game, that is, a power struggle between generations sustained by symptomatic behaviors 
(Selvini Palazzoli, 1986; Simon, 1987). The invariant prescription requires parents to unite 
so that children cannot manipulate them or stereotype them as “winners” or “losers” and 
thereby side with them. 

The essence of this technique is that parents tell their symptomatic children that 
they have a secret, but they never reveal what the secret is. In addition, they record the 
reactions of family members to the fact that the parents have a secret. They then go out 
together for varying periods of time (some of them quite long) without telling their chil- 
dren where they are going or when they will return. This mysterious type of behavior 
allies parents in a new way and gives them an opportunity to observe and discuss the 
family’s reactions. In the process, changes within the parents themselves and the family 
as a whole are noted. Constructive changes are preserved. 

A variant prescription is given for the same purpose as an invariant one. The dif- 
ference is that a variant prescription is tailored to a particular family and considers unique 
aspects of that family. 


Rituals 


The assignment of rituals is an attempt to break up dysfunctional rules in the family 
(Selvini Palazzoli, Cecchin, Prata, & Boscolo, 1978). In essence, rituals are specialized 
directives that are meant to dramatize positive aspects of problem situations (Boscolo et 
al., 1987). Rituals occur daily at mealtime, bedtime, and during chores. They can occur, 
for example, when sitting down to a meal together or when saying “goodnight” to eve- 
ryone before they go to bed. They include five components essential to family health: 
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membership, belief expression, identity, healing, and celebration (Imber-Black, 1988b, 
1989, 1999). In essence, a ritual is a type of prescription that directs the members of the 
family to change their behavior under certain circumstances. By changing the actions of 
the family members, the therapist hopes to change the cognitive map or meaning of the 
behavior. When prescribing a ritual, the therapist should state a specific time when the 
ritual is to be carried out. 

Effective rituals are specific in describing what is to be done, who is to do it, and 
how it is to be done. An anorexic girl might be given the assignment of saying to her 
dying grandmother every night, “I love you so much that I did not want my parents to 
feel much pain about your impending death, so I am starving myself to cause them to 
worry about me.” The grandmother would respond, “Thank you, but your parents are 
strong enough to handle my situation and still love you.” 


ROLE OF THE THERAPIST 


In the Milan family systems approach, the therapist is both an expert and “a co-creator 
of the constantly evolving family system” (Friedlander, Wildman, & Heatherington, 1991, 
p. 397). The therapist in these roles takes a nonblaming stance, gives directives, and is 
neutral to the point of even avoiding the use of the verb “to be” (Boscolo et al., 1987). 
Thus, the Milan family systems therapist does not usually try overtly to challenge or 
change families. Instead, the therapist takes a paradoxical position of being a change 
agent who argues against change (Simon, 1987). As such, the therapist uses circular 
questioning and other indirect forms of intervention to bring about family transforma- 
tion. The therapist stresses the positive connotations of a behavior and explains to the 
family how even the most troublesome symptom is “ultimately in the service of family 
harmony” (Simon, 1987, p. 19). 


PROCESS AND OUTCOME 


When successful, systemic family therapy results in symptom resolution in a relatively 
short period of time (10 or fewer sessions). In addition, family dynamics changes. The 
family experiences how family members are interlinked. The connection between what 
family members do and how the health of every member influences the others becomes 
evident. In addition, one member of the family stops being the focus of the family’s 
problems, that is, the scapegoat. Further, nonproductive interactions and “games” 
change. As the family evolves and discards the old epistemology, or outdated ideas 
that do not fit their current situation, more productive and appropriate behaviors 
emerge (Tomm, 1984a). Perhaps most important, families make changes that are 
directed to their particular circumstance. For example, a family that was centered 
around eating problems can now become focused on affirmation of one another and 
clear communication. 

If the therapy is successful, the process of growth within families continues after 
they formally terminate therapy. Growth continues because the family has experienced a 
pattern of change on which they can build; they have moved from a vicious to a virtuous 
cycle of interaction with renewed energy and focus. 


325 


326 


Part 2 * Therapeutic Approaches to Working with Families 


UNIQUE ASPECTS OF SYSTEMIC THERAPY 
Emphases 


One characteristic of systemic family therapy is its flexibility in being a viable means of 
working with a variety of client-families. This approach has been successfully used in 
treating families and their members who display such dysfunctional behaviors as enmesh- 
ment, eating disorders, and substance abuse (Selvini Palazzoli, 1981). 

A second aspect of systemic (Milan) family therapy is that therapists work in teams 
to help families solve problems. With few exceptions, systemic family therapists work 
with some team members present with the family and others behind a one-way mirror 
(Simon, 1986). The team approach is financially expensive, but it is effective. The team 
concept has been borrowed and modified by a number of other schools of family ther- 
apy and has proven especially popular as a format to use in educating novice family 
therapists. 

The team approach is especially powerful in the hands of skilled clinicians, such as 
Peggy Papp (1980), who has devised a form of it known as the Greek chorus. In this 
format, observers of a family treatment session (i.e., the team) may do such things as 
debate the merits of what a therapist is doing to bring about change. Families are helped 
to acknowledge and feel their ambivalence. 

A third aspect of systemic therapy is its concentration on one problem over a short 
period of time. In so doing, systemic therapy helps families marshal their resources in 
dealing with an identified difficulty (Snider, 1992). Therapists who follow this approach 
might help a family find ways to share free time together so that members are not in com- 
petition with one another. Once that problem has been resolved, the family and therapist 
might spend their time and resources in more productive ways. 


Comparison with Other Theories 


A major contrast of the Milan school with other theories is its “European bias toward non- 
intervention” (Simon, 1984, p. 28). The roots of the nonintervention approach, according 
to Salvador Minuchin, come from the European experience during the Nazi years. “In 
Europe, there is a great respect for people’s individual boundaries” (Simon, 1984, p. 28). 
This same type of view is not shared worldwide, and the mentality of this approach is not 
universal. Therefore, the Milan systemic approach is not widely used in most countries 
outside of Europe. 

A second quality associated with systemic family therapy is the controversial view 
about schizophrenia proposed by one of its leading proponents, Mara Selvini Palazzoli. It 
is Selvini Palazzoli’s contention that “schizophrenia always begins as a child’s attempt to 
take sides in the stalemated relationship between ... parents” (Simon, 1987, p. 19). 
Although Selvini Palazzoli’s view is not exactly the same as that of Jay Haley in this mat- 
ter, it is interesting that Selvini Palazzoli, who was influenced by Haley, holds such a 
view, given that Haley’s position on schizophrenia is controversial. 

A final comparative feature of the Milan systemic approach is that, similar to strate- 
gic family therapy, there is an attempt in this treatment to tailor interventions to the spe- 
cifics of a family. Therapists working as a team are responsible for creating innovative 
treatment plans. Like strategic and structural family therapies, systemic family therapy 
takes on some of the most outwardly difficult families with which to work. 
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CASE ILLUSTRATION 
The Wilson Family 


Family Background 


Bo and Harriet Wilson have been married for 15 years and are the parents of Rich, age 
12 years, and Ryan, age 11 years. Rich has a learning disability and is in a special school. 
He also has a physical handicap, having been born with dislocated hips. He requires 
frequent medical attention from physicians and is described as “a source of worry” by 
his parents. He wears braces. Ryan, on the other hand, is bright, attractive, and full of 
energy. He loves sports and is a member of a number of youth teams, including soccer, 
basketball, and baseball teams. He seems to have little interest in his brother’s condition 
and is quite demanding on his parents, insisting that they take him to games and play 
with him. 

Bo is a painter, and his work is seasonal. During the winter months, he has more 
time for his family and himself. He tended to drink heavily during the winter months, but 
for the last 3 years has been drinking heavily all year round. As a result, he misses work, 
gets fired from jobs, and is not paid regularly. He lost the medical benefits he once had. 
Harriet is a waitress. She initially worked only during the lunch shift, but during the last 
year, she began working breakfast and dinner shifts as well. She is physically drained at 
the end of the day but has to do housework when she is home. She is concerned that 
none of the males in her life is doing well and that the family is “falling apart.” She made 
the call for the therapy appointment. 


Conceptualization of Family: Strategic and Systemic Perspective 


The Wilsons are disengaged interpersonally and are under a lot of financial and physical 
stress. They are displaying a number of repetitive patterns, such as excessive drinking 
and overwork, that are not benefiting family members individually or the family as a 
whole. The children are demanding physically and psychologically. Harriet is overfunc- 
tioning; Bo is underfunctioning. 


Process of Treatment: Strategic and Systemic Therapies 


To treat the Wilsons, strategic and systemic family therapists would convey to them ini- 
tially that treatment would consist of a limited number of sessions, say, 10. The family 
would be asked before treatment began to define their problem/concern in a solvable 
format “to decrease the amount of friction, that is, the number of fights/arguments, 
between family members.” Removal of the problem/concern would be seen as an index 
of change (Bodin, 1981). Regardless of what the problem/concern was, it would be 
accepted and seen by the therapist as serving some useful function. 

In treatment, it would be ideal if the whole family could be seen. The therapist, in 
any of these approaches, would initiate actions and interventions and would clearly be 
in charge. The therapist would first gather information through such procedures as cir- 
cular questioning or direct observations of nonverbal behaviors. During this process, the 
problem of friction would be reframed as behaviors associated with concern by family 
members for the well-being of the family as a whole. Attention would be focused on 
creating a specific approach that would help the Wilson family make needed transitions 


327 


328 


Part 2 * Therapeutic Approaches to Working with Families 


and second-order change. Some of the initial interventions of strategic and systemic fam- 
ily therapists might go as follows: 


1. 


In the MRI form of strategic therapy, a directive might initially be given to break up 
the family’s homeostasis: “Spend an hour with each other doing a mutually decided 
activity, such as playing board games like checkers and monopoly.” The rules of the 
game, as well as the rules of the family (e.g., how decisions are made to play 
games), would be discussed when the family returned for its next appointment. 

In the Washington School (i.e., Haley/Madanes) form of strategic therapy, the use of 
pretend might be employed. This would require members of the family to pretend 
to care for each other in some specific way, such as giving one another imaginary 
gifts of traits/characteristics (e.g., bravery, assertion) or needed necessities. Activity 
would take place in the presence of the therapist. If such an approach were not 
utilized, an ordeal might be employed. For example, a son might be required to 
give his mother money before he would be allowed to argue with her. 

In the Milan format, the therapist along with the observation/treatment team might 
have the family engage in a ritual, such as eating dinner together in silence, for an 
extended period of time. At the conclusion of the meal, each member of the family 
would have to convey to the rest of the family how isolated and lonely he or she 
felt, and the others would simply acknowledge what they heard. 


Regardless of their initial intervention, strategic and systemic family therapists would 


be active in sessions with this family and look for ways to bring about rapid change. With 
the Wilsons, a focus might be to get the parents more involved with each other and with 
their children. This might mean further treatment for the alcoholism and workaholism in 
Bo and Harriet, respectively. It might also mean finding ways for Rich and Ryan to coop- 
erate with each other and with their parents. Ryan, for instance, might be able to focus 
some of his attention on tutoring Rich academically and athletically; Rich could concen- 
trate on encouraging and supporting Ryan in his practices and games. 


Summary and Conclusion 


Strategic family therapies are among the most popu- 
lar approaches to working with families. They are 
short term, specific, positive, and appealing to fami- 
lies that have difficulty with organization and devel- 
opment. Inherent in their techniques are directives 
designed to change behaviors and thoughts, which 
are often overlooked by other therapeutic approaches 
(Perry, 1992). 

Therapists at the Mental Research Institute, fol- 
lowing the creative genius of Milton Erickson, formu- 
lated the innovative foundation of the strategic therapy 
model in the 1960s. Members of this Palo Alto associa- 
tion limited to 10 the number of sessions they would 
agree to see families. They also consented to accept for 


treatment the problems families wished to work on, as 
long as they were clearly definable. Instead of trying to 
change families as they saw fit, these pioneers in family 
therapy focused on working with symptomatic 
behavior(s) and viewed dysfunctional behavior as hav- 
ing an underlying positive and beneficial basis. The 
MRI version of strategic family therapy has stood the 
test of time and is still being refined and utilized. 

The MRI therapeutic approach was later modi- 
fied by Jay Haley, one of its initial participants. 
Haley’s particular contributions include his ways of 
working with young adults and their families who 
conspire to keep them from leaving home. Later, he 
partnered with Cloé Madanes at their Washington 
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Family Therapy institute. Madanes’s creativity added 
significantly to this form of strategic family therapy. 
Both the MRI and Haley/Madanes versions of strategic 
family therapy have similarities and differences in rela- 
tion to structural family therapy. They have influenced 
a wide variety of therapeutic approaches. 

Strategic family therapy, particularly the MRI 
approach, was one of the influences in the original 
Milan systemic family therapy treatment team. The 
Milan group originally concentrated on treating eating 
disorders, but from its study of strategic family ther- 
apy, it broadened its base. Thus, indirectly in this case, 
as well as in others, strategic family therapy evolved 
and became international in scope. 


Summary Table 


STRATEGIC FAMILY THERAPY: 
THE INFLUENCE OF MILTON ERICKSON 


MAJOR STRATEGIC THEORISTS 


Milton Erickson, Paul Watzlawick, John Weakland, 
Richard Fisch, Jay Haley, Cloé Madanes, James Keim, 
Neil Schiff, and Scott Sells. 


PREMISES OF THE THEORY 


Treatment should be pragmatic and short-term. 
Insight and history are not a part of treatment. 


Family rules, homeostasis, quid pro quo, the 
redundancy principle, punctuation, symmetrical 
and complementary relationships, and circular 
causality underlie behavior. 


TREATMENT TECHNIQUES 


Although these approaches can be selectively 
used with dyads and individuals, the family is 
treated as a system. 


The focus of treatment is on resolving present 
problems and bringing about change. Definable 
behavioral goals are targeted. Insight is mini- 
mized. 


e Reframing. 

e Using directives. 

e Paradox, compliance based and defi- 
ance based. 


Systemic family therapy has been both praised 
and criticized for its treatment procedures. Some of the 
techniques employed in strategic and systemic family 
therapies—hypothesizing, utilization of teams, invari- 
ant prescriptions, circular questioning, and the use of 
paradox—are among the most innovative ever formu- 
lated. These therapeutic approaches appear to be 
strong. They are applauded for making necessary and 
sufficient changes that help families work better. How- 
ever, these brief-oriented family therapies are criticized 
for not dealing extensively enough with family prob- 
lems. Overall, strategic and systemic family therapies 
are well-defined, specific, and goal-directed treatments 
that employ a variety of techniques. 


e Ordeals. 
e Pretend. 
e Positioning. 


ROLE OF THE THERAPIST 


The therapist is active and flexible and designs 
strategies to resolve family problems. 


The therapist helps family members to change 
from a competitive to a cooperative stance. 


The therapist helps to bring about change by 
giving tasks and homework. 


PROCESS AND OUTCOME 


The family is helped to resolve and remove the 
problem they agreed to work on. 


Four common procedures are defining a prob- 
lem clearly, investigating all solutions previously 
tried, defining concrete change, and implement- 
ing a strategy for change. 


Emphasis is on process, not content. 


MILAN SYSTEMIC FAMILY THERAPY 
MAJOR THEORISTS 


Mara Selvini Palazzoli, Luigi Boscolo, Gianfranco 
Cecchin, Guiliana Pata, Karl Tomm, Joseph Eron, 
Peggy Papp, Olga Silverstein, Peggy Penn, Richard 
Rabkin, Joel Bergman, Carlos Sluzki, James Coyne, 
and Thomas Lund. 
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PREMISES OF THE THEORY Change focuses on breaking up vicious cycles of 
interaction and replacing them with virtuous 
A circular view is taken of problem mainte- öyeles 
ycles. 
nance. 
There is a planned orientation to change. UNIQUE ASPECTS OF STRATEGIC AND 
Symptoms are seen as serving a purpose and are SYSTEMIC FAMILY THERAPIES 
accepted. 


Strategic and systemic therapies emphasize the 
Therapeutic neutrality is taken to avoid being following: 


drawn into family problems. ; ; = 
e seeing symptoms in a positive way. 


THERAPEUTIC TECHNIQUES e Short-term treatment (usually 10 or 
fewer sessions). 
e Hypothesizing. e Changing present problematic behavior. 
e Using positive connotations. ° Tailor-made techniques for each family. 
e Engaging in circular questioning. e Innovative treatments. 
e Making invariant and variant prescriptions (to e Flexible, evolving, and creative approaches 
disrupt dirty games). that combine easily with other theories. 


e Engaging in rituals. 
Comparison with Other Theories 
ROLE OF THE THERAPIST 


Historical patterns of family interaction are 
The therapist is a nonblaming, neutral expert ignored. 


and cocreator. ; ; Bie 
j The medical model, that is, expertise, is empha- 


The therapist gives directives and uses circular sized. 
uestioning. F . 
q rn The use of teams, such as in the Milan approach, 
The therapist stresses the positive. is featured. 
The therapist hypothesizes and develops strate- The employment of paradox is widely used. 


ies for helping families change. as : 
5 ren = Families can change in treatment but not under- 


PROCESS AND OUTCOME standi Why, 
, a Some confusion exists about the differences 
Family symptoms are removed, and family between strategic and structural family therapy. 


members experience how they are interlinked. 


Family members give up outdated ideas. 


CHAPTER 13 


Solution-Focused 
Brief Therapy and 
Narrative Family 
Therapy 


He changed 
giving her small compliments at breakfast such as: 
“I like the way your hair looks” or 

“Nice dress.” 

She wondered: 

“What is he doing?” 
but she also knew she liked his words. 
As the days continued 
she responded 
and acts of kindness became more common. 

He changed 
She changed 

They changed 

And it was for the better. 


Gladding, 1996 


CHAPTER OVERVIEW 

From reading this chapter, you will learn about 

m The evolution of solution-focused and narrative family therapies. 

m The major theorists, premises, techniques, roles of the therapist, processes, and 
outcomes of solution-focused and narrative family therapies. 

m The uniqueness of the solution-focused and narrative family therapy approaches. 

As you read, consider 

m How focusing on a solution is different from concentrating on a problem. 

m How reauthoring your life can be empowering. 

m How externalizing a problem is different from internalizing one. 
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he most recent theoretical development in the field of family therapy is the crea- 

tion of solution-focused and narrative family therapies. Solution-focused brief 

therapy (SFBT) grew out of strategic therapy, particularly the Mental Research 
Institute (MRI) model. It “is informed by postmodern and constructivist frameworks, and 
thus values the phenomenological world of the client” (Pope, Murray, & Kemer, 2013, 
p. 253). It represents a departure from a focus on pathology-driven approaches to ther- 
apy by concentrating on skills, strengths, and resources that clients possess and finding 
solutions for dealing with problems. In other words, it is “a change-oriented intervention 
that uses a strengths-based approach” (Thompson, Bender, Windsor, & Flynn, 2009, p. 121). 
Narrative family therapy originated in Australia and New Zealand and focuses on help- 
ing families solve difficulties by depersonalizing them and rewriting family stories. The 
narrative approach is also postmodern. It focuses on externalizing problems so families 
can work together on them. It physically celebrates the successes of families as they reau- 
thor their lives. 

The most experienced and elegant spokespersons for solution-focused family ther- 
apy are Steve deShazer and Insoo Kim Berg and for solution-oriented family therapy are 
Bill O’Hanlon and Michele Weiner-Davis. Only DeShazer and O’Hanlon studied directly 
with Milton Erickson, but all of these prominent practitioners have ascribed to Erickso- 
nian principles. The model appeared in its earliest form in the writings of Steve deShazer 
and his associates, including support from his wife, Insoo Kim Berg, before she began 
writing on her own. The background for the emergence of this approach occurred at the 
Brief Family Therapy Center in Milwaukee, Wisconsin (deShazer, 1982, 1985, 1988, 1991). 
Present advocates of the solution-focused and solution-oriented theoretical position, 
besides those already mentioned, include Patricia O’Hanlon Hudson (Hudson & O’Hanlon, 
1991), Alan Gurman, Eve Lipchik, and Scott Miller. 

Michael White and David Epston (1990) formulated narrative therapy. While the 
focal point of this approach is engaging families in solution-oriented therapeutic proc- 
esses, it is distinct from the approaches of deShazer, Berg, O’Hanlon, and Weiner-Davis 
in its origin, being derived from the research and writings of Gregory Bateson, Edward 
Bruner, and Michel Foucault (Monk, 1998). Difficulties are externalized, and families are 
asked to work together as a team to develop strategies for overcoming problems. Whereas 
solution-focused therapy has a Midwestern origin with a worldwide application, narrative 
family therapy has a Pacific Rim genesis with a global usefulness. 

In this chapter, solution-focused and solution-oriented family therapies are exam- 
ined first, followed by an examination of narrative family therapy. 


SOLUTION-FOCUSED AND SOLUTION-ORIENTED 
FAMILY THERAPIES 
MAJOR THEORISTS 


Many of the major figures in solution therapy movement originally worked with one 
another at the Brief Family Therapy Center in Milwaukee, Wisconsin. Those attached to 
the center at one time or another include the husband and wife team of Steve deShazer 
and Insoo Kim Berg, as well as Michele Weiner-Davis and Eve Lipchik. Even though Bill 
O’Hanlon was never a part of this group, he has been influenced by the Brief Family 
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Therapy Center at least indirectly in his collaborative writing with Weiner-Davis. DeShazer, 
Berg, O’Hanlon, and Weiner-Davis are highlighted here. 


Steve deShazer (1940-2005) 


Steve deShazer was accomplished in a number of areas. A classically trained musician, 
a talented visual artist, and a gourmet cook, deShazer was a “creative genius known for 
his minimalist philosophy and view of the process of change as an inevitable and 
dynamic part of everyday life” (Dolan, 2006, p. 1). He began his therapeutic career by 
working at the MRI in the mid-1970s, developing a lifelong friendship with John Weak- 
land. In the late 1970s, deShazer and a group of individuals in Milwaukee established 
the Brief Family Therapy Center. He first gained national attention as director of the 
center and began to emerge and gain recognition as a major theorist in family therapy 
in the 1980s with his emphasis in therapy on solutions instead of problems. Initially, 
deShazer was considered to be a strategic family therapist who was influenced by the 
work not only of Milton Erickson, but also of Gregory Bateson and the staff of the MRI. 
From the 1980s onward, however, the writings and presentations of deShazer and Berg 
became distinct. 

DeShazer (1982) identified his theory as brief family therapy, sometimes called just 
brief therapy, and described it as an ecosystemic approach. His approach employs a 
team whenever possible. The team, collectively known as consultants, observes from 
behind a one-way mirror and transmits messages to the therapist at a designated break 
time in the session. Thus, the family in treatment can be the beneficiary of multiple 
inputs. As with any theory, deShazer devised special terms to describe what made his 
approach unique. 

DeShazer was often referred to in his later years as the “Grand Old Man of Family 
Therapy” and was much admired for his “minimalist philosophy and view of the process 
of changes as an inevitable and dynamic part of everyday life” (Trepper, Dolan, 
McCollum, & Nelson, 2006, p. 133). He died unexpectedly September 11, 2005, in Vienna, 
Austria, with his wife, Insoo Kim Berg, by his side (Dolan, 2006). 


Insoo Kim Berg (1935-2007) 


Insoo Kim Berg was born into a prosperous, socially prominent, and educationally privi- 
leged Korean family. As a young girl she saw her mother’s beautiful antiques and fine 
furniture destroyed in a bombing during the Korean War. It was at this time she decided 
that it was people, not things, that are most important in life (Dolan, 2007). 

After marrying Steve deShazer, Berg worked with him to set up the Brief Family 
Therapy Center in Milwaukee, where she served as Executive Director, and to help found 
the Solution-Focused Brief Therapy Association. Always energetic, Berg was the spark- 
plug in the clinical implementation of solution-focused therapy. For instance, Berg devel- 
oped the “miracle question,” a hallmark of solution-focused therapy, in response to a 
client who thought that only a miracle could help her (deShazer et al., 2007). DeShazer 
worked hard to capture what she did on paper so others could replicate it. When not 
doing clinical work, Berg wrote. She authored or coauthored 10 books on solution- 
focused therapy and numerous articles. 

Berg died 14 months after her husband, suddenly and peacefully, in Milwaukee. 
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Bill O’Hanlon (1952-) 


Bill O’Hanlon entered family therapy because of his interest in his life experiences. As an 
adolescent, he was unhappy and shy. As a college student, he was isolated and uncomfort- 
able in the world. He reported that he felt “like all exposed nerve—no skin—everything 
hurt” (Krauth, 1995b, p. 24). He experimented with drugs and noticed that “the reality we 
all take for granted could be changed by a couple of micrograms of something intro- 
duced into one’s body” (Bubenzer & West, 1993, p. 366). He also contemplated suicide, 
but changed his mind when a friend offered him hope by promising him a lifetime of free 
rent on a Nebraska farm if he would stay alive. That possibility changed his outlook on 
life and led to his interest in therapeutic work beyond repairing damage or dealing with 
pathology. 

Later, after earning a tailor-made master’s degree from Arizona State University in 
family therapy, he went on to receive special tutelage under Milton Erickson in exchange 
for being Erickson’s gardener. The influence of Erickson on O’Hanlon was profound and 
shifted his attention to focusing on solutions. O’Hanlon was also influenced by the work 
done at the MRI. 

In 1980, O'Hanlon set out to become a major proponent of solution-oriented ther- 
apy, which he now prefers to call possibility therapy (Bubenzer & West, 1993; Krauth, 
1995b). His motivation was to shift the focus of family therapy from problems to solutions. 
He characterizes his approach as one that is pragmatic and full of Midwestern values. 


Michele Weiner-Davis 


Michele Weiner-Davis earned a bachelor’s degree in psychology from Grinnell College 
in 1970 and a master’s in social work from the University of Kansas in 1977. She has 
been a marital and family therapist in Woodstock, Illinois, outside of Chicago. She has 
written some of the most popular books on solution-oriented family therapy, including 
Divorce Busting (Weiner-Davis, 1992), and set up a Divorce Busting Center in Boulder, 
Colorado, where she runs 1- to 2-day intensive workshops for couples. Weiner-Davis 
has been married for more than 30 years and has worked with her husband to raise their 
two children. 

Weiner-Davis is the creator of the relationship program Keeping Love Alive and has 
appeared on many popular television shows, including Oprah, 20/20, and The Today 
Show. She is known and respected internationally and is the recipient of the American 
Association of Marriage and Family Therapy’s Outstanding Contribution to the Field of 
Marriage and Therapy Award and Smart Marriages’ Impact Award. Other books by 
Weiner-Davis include The Sex Starved Marriage (Weiner-Davis, 2004), Getting Through to 
the Man You Love: The No-Nonsense, No-Nagging Guide for Women (Weiner-Davis, 1999), 
and Change Your Life and Everyone In It (Weiner-Davis, 1996). 


PREMISES OF THE THEORY 


Solution-focused and solution-oriented family therapy (referred to henceforth as solution- 
focused family therapy because they are so similar) are built on the philosophy of social 
constructionism. This theory states that knowledge is time and culture bound. It also 
emphasizes that language influences the way people view the world. Therapeutic treat- 
ment of families or persons must include their social, historical, and cultural context. 
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Furthermore, the philosophy underlying this position states that reality is not an objective 
entity, but a reflection of observation and experience (Maturana & Varela, 1987; Simon, 
Stierlin, & Wynne, 1985). In other words, the social constructionist paradigm emphasizes 
that meaning is constructed in certain cultural conversations and context, and it chal- 
lenges the notion of objective knowledge or absolute truth (Sinclair & Monk, 2004). 

In addition to this underlying idea, solution-focused therapy shares some of the 
same premises about families as the MRI strategic approaches. At the foundation of this 
approach is the belief that dysfunctional families get “stuck” in dealing with problems 
(deShazer, 1985). These families basically use an unsatisfactory method to solve their 
difficulties, that is, they rely on patterns that do not work (Bubenzer & West, 1993). 
Solution-focused family therapy is aimed toward breaking such repetitive, nonproduc- 
tive behavioral patterns by deliberately setting up situations in which families take a 
more positive view of troublesome situations and actively participate in doing some- 
thing different. Berg and Miller (1992) and deShazer suggest three basic rules in order 
to do this: 


1. If it is not broken, do not fix it. 
2. Once you know what works, do more of it. 
3. If something does not work, do not do it again. Do something different. 


Identifying what is a problem versus what is a nonproblem or exception is a key 
component in the solution-focused perspective (deShazer, 1988). Exceptions to general 
ways of behaving and viewing situations are emphasized (O’Hanlon & Wilk, 1987). The 
aim is to help families unlock their set views, be creative, and generate novel approaches 
that may be applicable in a number of circumstances. It is believed that all families 
have resources and strengths with which to resolve complaints (Cleveland & Lindsey, 
1995). The task is simply getting them to use the abilities they already have. The focus 
is on solutions, not problems. To increase motivation and expectation, solution-focused 
family therapy, like strategic therapy, emphasizes short-term treatment—between 5 and 
10 sessions. 

As a theory, solution-focused family therapy does not focus on a detailed family his- 
tory of problems (Murphy, 2013). Such a process is believed to be unhelpful (deShazer, 
1985; O’Hanlon & Weiner-Davis, 1989). A foundational belief of this approach is that 
causal understanding is unnecessary. To stress this point, O’Hanlon and Wilk (1987) 
state that every psychotherapy office should have a couch for therapists instead of cli- 
ents because “every now and then, in the course of a session, a hypothesis might acci- 
dentally enter the therapist’s head, and the best remedy for it is to lie down until it goes 
away” (p. 98). 

Another premise of solution-focused family therapy is that families really want to 
change. As a way of underscoring this idea, deShazer (1984) declared the death of “resist- 
ance” as a concept. Thus, when families do not follow therapists’ directions, they are 
“cooperating” by teaching therapists the best way to help them. 

A final concept underlying solution-focused family therapy is that only a small 
amount of change is necessary. An analogy that is used to illustrate this point is that a 
1-degree error in flying across the United States will result in a plane being considerably 
off course in the end (deShazer, 1985). Small amounts of change can also be reinforcing 
to families in helping them realize they can make progress. It boosts confidence and opti- 
mism and, in effect, creates a “ripple effect” (Spiegel & Linn, 1969). 
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Family Reflection: Regardless of the general atmosphere of your family of origin, think of times 
when there were exceptions to that atmosphere—for example, during times of stress or calm, What 
did you notice? How do you think focusing on exceptions might be helpful to a family in turmoil? 


TREATMENT TECHNIQUES 


Solution-focused therapy constructs solutions in collaboration with the client (Kiser, 
Piercy, & Lipchik, 1993). One subtle but primary treatment technique is to cocreate a 
problem with a family. For the therapeutic process to be productive, initially, an agree- 
ment must be made as to which issues they want to solve. A therapist and a family, for 
example, must agree that a family’s failure to discipline a child properly is the difficulty 
that needs to be addressed. 

A second key component in treatment is to ask a family for a hypothetical solution 
to their situation. This process is often achieved by asking the miracle question—such 
as, “If a miracle happened tonight and you woke up tomorrow and the problem was 
solved, what would you do differently?” (Walter & Peller, 1993, p. 80). A question like 
this invites family members to suspend their present frames of reference and enter a 
reality that they wish to achieve. A miracle question is asked only after the therapist has 
gained enough background information on a family and the family itself has demon- 
strated its ability to respond positively to treatment and to notice exceptions to its com- 
plaints. 

Another novel technique in solution-focused therapy related to the first two empha- 
ses is to focus on exceptions, that is, to look for “negative” or “positive” space (or time) 
when achieving a family goal may be happening (Krauth, 1995b). “In a practical sense, 
exceptions do not exist in the real world of clients; they must be cooperatively invented 
or constructed by both the client and the therapist while exploring what happens when 
the problem does not occur” (Fleming & Rickord, 1997, p. 289). A family that is quarrel- 
ling a lot might find that they are peaceful whenever they sit down to eat. At such times, 
they may agree to disagree and actually have civil conversations with one another. By 
examining the dynamics of the family at this time, members may learn something about 
themselves and the dynamics of their relationship and in the process become different. 
“Inventing exceptions to problems deconstructs the client’s frame: I am this way, or it 
always happens that way” (Fleming & Rickord, 1997, p. 289). 

Solution-focused family therapists following deShazer and Berg’s approach also use 
the technique of scaling. In scaling, questions are asked using a scale of 1 (low) to 10 
(high) to help move clients toward their goals. The therapist might say, “On a scale of 1 
to 10, how far do you think you have come in solving your problem?” If the client-family 
replies “6,” the therapist would then challenge them to think what it would take to move 
to a “7.” By answering the question, the client-family could reach a new understanding in 
regard to their goal and what immediate, realistic, and measurable steps they would have 
to take to get there (Fleming & Rickord, 1997). 


1>2>3>4>5>6<>7>8<>9<>10 


Problem at its worst € ---------------------------------------------- > Therapeutic Goal 
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A fifth emphasis in this approach involves second-order (qualitative) change, or 
a qualitatively different way of doing something. The goal is to change the family’s organ- 
ization and structure. This change can be accomplished by planning interventions in 
accordance with the order of events within a family’s life or altering the frequency and 
duration of a dysfunction (O’Hanlon, 1987). For example, a family that has been having 
long fights at dinner might agree to finish their meal before arguing and then limit their 
disagreement time to 15 minutes. This type of change in the structure and length of 
events is likely to alter family dynamics. 

Another intervention is to give the family a compliment. For solution-focused thera- 
pists, especially deShazer (1982), a compliment is a written message designed to praise 
a family for its strengths and build a “yes set” within it. A compliment consists of a 
positive statement with which all members of a family can agree. The therapist might say, 
“I am impressed with your hard work to bring about change and the way all of you are 
discussing what needs to happen next.” A compliment is always planned as a lead-in to 
giving a family a task or assignment. 

A seventh major technique is to provide the family with a clue, or an intervention 
that mirrors the usual behavior of a family. It is intended to alert a family to the idea that 
some behavior is likely to continue (deShazer, 1982). The intervention of the therapist 
might be, “Don’t worry about working too hard in trying to spend time together talking, 
because conversation is something that regularly occurs in your environment and you can 
do it naturally.” The idea behind clueing is “to build mutual support and momentum for 
carrying out later interventions” (Sauber, L’Abate, & Weeks, 1985, p. 23). 

A final treatment intervention is to use procedures that have worked before and 
have universal application. These skeleton keys will help families unlock a variety of 
problems (deShazer, 1985). The idea is that “although the causes of problems may be 
complex, their solutions need not necessarily be” (Trepper et al., 2006, p. 137). In addi- 
tion, “it is not necessary to know the cause of the complaint or even very much about the 
complaint itself in order to resolve it” (Cleveland & Lindsey, 1995, p. 145). 

For instance, deShazer refined five interventions that have been useful to him in a 
number of situations (deShazer, 1985; deShazer & Molnar, 1984): 


1. “Between now and next time we meet, we (1) want you to observe, so that you can 
tell us (me) next time, what happens in your (life, marriage, family, or relationship) 
that you want to continue to happen” (deShazer, 1985, p. 298). Such a request 
encourages a client-family to look at the stability of the problems on which they 
wish to work. 

2. “Do something different” (deShazer, 1985, p. 300). This type of request encourages 
individuals and the family to explore the range of possibilities they have rather than 
to continue to do what they believe is correct. DeShazer gives an example of a 
woman who complained that her husband, a police detective, was staying out late 
every night with his friends. The message she received from the deShazer team was 
that her husband might want more mysterious behavior from her. Therefore, one 
night she hired a babysitter, rented a motel room, and stayed out until 5 a.m. Her 
husband came in at 2 a.m. Nothing was said, but her husband began staying home 
at night. 

3. “Pay attention to what you do when you overcome the temptation or urge to... 
perform the symptom or some behavior associated with the complaint” (deShazer, 
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1985, p. 302). This instruction helps families to realize that symptoms are under 
their control. 

4. “A lot of people in your situation would have” . . . (deShazer, 1985, p. 302). This type 
of statement again helps family members realize they may have options other than 
those they are exercising. Through such awareness, they can begin to make needed 
changes. 

5. “Write, read, and burn your thoughts.” This experience consists of writing about 
past times, such as times spent with an ex-spouse, and then reading and burning the 
writings the next day. 


Overall, solution-focused therapy interventions help the client-family to view its 
situation differently. These interventions can also give it hope, thereby assisting clients in 
powerful ways (Bubenzer & West, 1993). In the words of deShazer and Molnar (1984), “It 
now appears to us that the therapists’ ability to see change and to help the clients to do 
so as well, constitutes a most potent clinical skill” (p. 304). Families become more empow- 
ered as a result of participating in solution-focused therapy. 


Family Reflection: Families often have a number of skeleton keys to deal with a variety of 
unique situations. For instance, in the midst of turmoil or high-anxiety situations, the skeleton 
key might be the phrase, “Breathe deeply. You have made it through situations like this before.” 
What key phrases or behaviors did your family use when you were growing up? What skeleton 
keys have you observed in families that you know now? 


ROLE OF THE THERAPIST 


One of the first roles of a solution-focused therapist is to determine how active a client- 
family will be in the process of change. Clients usually fall into one of three categories: 
visitors, complainants, or customers: 


e Visitors are not involved in the problem, are not motivated to make changes, and 
are not part of the solution. In other words, they do not wish to participate in ther- 
apy, and they do not wish to work on anything. The therapist’s best stance with 
visitors is to respect them, try to establish rapport with them, and hope that they will 
eventually become customers. 

° Complainants, as their name implies, complain about situations but can be observ- 

ant and describe problems even if they are not invested in solving them. A good 

role for a therapist to take with complainants is to assign them activities in which 
they focus on exceptions to complaints. When therapists respect complainants and 
do not push them, complainants become open to becoming customers. 

Finally, customers are individuals who are not only able to describe a problem and 

how they are involved in it, but also are willing to work to solve it. With customers, 

a therapist’s role is to engage the person in solution-oriented conversations, “com- 

pliment the client, and cocreate assignments to reproduce those behaviors that are 

exceptions to the problem” (Crethar, Snow, & Carlson, 2005, p. 152). If a therapist 
is working with customers or can help visitors and complainants evolve into cus- 

tomers, intervention strategies can be developed (Fleming & Rickord, 1997). 
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In the process of helping the client-family become involved in therapy, a solution- 
focused family therapist becomes a “facilitator of change, one who helps clients access 
the resources and strengths they already have but are not aware of or are not utilizing” 
(Cleveland & Lindsey, 1995, p. 145). To do so, solution-focused practitioners focus attention 
on complaints that families want to change and work with families in helping them gain a 
different perspective on a problem. They accomplish this goal partly through their words. 

Language becomes important (West, Bubenzer, Smith, & Hamm, 1997). Positive 
assumptions about change are constantly conveyed by the therapist. For example, the 
therapist might ask a presuppositional question, such as, “What good thing happened 
since our last session?” “By selecting a specific verb tense, or implying the occurrence of 
a particular event, the family is led to believe that a solution will be achieved” (Gale, 
1991, p. 43). Similarly, when an improvement occurs, therapists use positive blame and 
recognition of competence through such questions as, “How did you make that happen?” 
(Fleming & Rickord, 1997). 

Solution-focused family therapists believe that it is important to fit therapeutic inter- 
ventions into the context of family behavior. The fit of a solution has been particularly 
articulated by deShazer (1985). He contends that a solution does not have to be as com- 
plex as the presenting problem and need not include everyone in the family. He uses the 
metaphor of locks and keys to illustrate what he means. Locks may be complex, but 
opening them does not require a similar complexity of keys. In fact, several keys may fit 
the lock (or problem) well enough to open the door to change. Skeleton keys, that is, 
standardized therapeutic techniques, can be helpful in dealing with most locks regardless 
of complexity. 

To obtain a proper solution fit for a family, deShazer (1985) uses a team to begin 
mapping or sketching out the course of successful intervention. From the mapping expe- 
rience, multiple perspectives about the family’s problem are given. It is up to the family 
to define what they wish to achieve; the therapist then helps them define clear, specific 
goals that can be conceptualized concretely (deShazer, 1985; O’Hanlon & Weiner-Davis, 
1989). It is through this process that families and therapists begin to create solutions, 
that is, desired behaviors. “Therapy is over when the agreed upon outcome has been 
reached” (O’Hanlon & Wilk, 1987, p. 109). 

Solution-focused family therapists encourage families to make small changes and to 
do so rapidly (deShazer, 1985; O’Hanlon & Weiner-Davis, 1989). The therapist encourages 
the family to focus on changes in their behaviors, changes in their perceptions, and the 
recognition and use of family resources/strengths that can be brought to bear on a prob- 
lematic situation (Cleveland & Lindsey, 1995). Indeed, the solution-focused approach 
“holds change as a central component” (Murray & Murray, 2004, p. 351). One way of making 
such change is through a “gender solution-focused genogram to help clients identify the 
beliefs and behaviors related to their presenting problems,” especially those involving 
gender role messages from the past that negatively influence their present behaviors 
(Softas-Nall, Baldo, & Tiedemann, 1999, p. 179). Regardless of the method used, once 
small change is achieved, the therapist gets out of the way and lets the “beneficial 
difference amplify itself naturally” (Fleming & Rickord, 1997, p. 289). 

In solution-focused family therapy, the therapist does not distinguish between short- 
term and long-term problems because such a difference is irrelevant. Some problematic 
behaviors endure longer than others because often the right solutions have not been 
tried. Solution-focused therapists are always challenging families to envision a “future that 


340 


Part 2 * Therapeutic Approaches to Working with Families 


has possibilities of change” (Bubenzer & West, 1993, p. 372). This type of focusing on 
how things will be different in the future “provides hope and expands the options for 
solutions” (Erdman, 2000, p. 100). 


Family Reflection: Solution-focused family therapy encourages families to make small change 
as quickly as possible. What do you think of this strategy? When have you seen small changes 
make a difference? 


PROCESS AND OUTCOME 


Solution-focused family therapy concentrates on encouraging client-families to seek solu- 
tions and tap internal resources (Murphy, 2013). It encourages, challenges, and sets up 
expectations for change. The concept of pathology does not play a part in the treatment 
process. Rather, solution-focused therapists see client-families as cooperative. They fre- 
quently commend the family on an aspect of a member’s behavior, even if the behavior 
seems negative to the family. Solution-focused therapy takes Milton Erickson’s position 
that change is inevitable; it is only a matter of when it will happen. This type of therapy 
is oriented toward the future and helps client-families change their focus and reframe 
their situations positively. By stressing that the family can change, finding incidents where 
the family acts differently than usual, asking optimistic questions, and reinforcing small 
but specific movement, solution-focused family therapy helps its families resolve difficul- 
ties and make needed changes. 


UNIQUE ASPECTS OF SOLUTION-FOCUSED FAMILY THERAPY 
Emphases 


As a group, solution-focused family therapies concentrate on and are directed by a family’s 
theory (.e., their story). Before any attempt is made to help families change, their experi- 
ences are accepted. O’Hanlon compares this type of approach with the person-centered 
concept of first listening attentively to how people are feeling before trying to implement 
change (Bubenzer & West, 1993). 

A second characteristic of solution-focused therapy is that therapists assist families 
in defining their situations clearly, precisely, and with possibilities. “The defined problem 
should be achievable” (Todd, 1992, p. 174). Sometimes success is measured in the elimi- 
nation of problems. Often, therapy is significant if the family changes its perception of a 
situation or discovers exceptions to troublesome times. In any event, whatever the family 
brings to therapy is examined from a broad context. The past is not emphasized, except 
when it calls attention to the present. 

A third emphasis is that solution-focused therapy does not focus on clinical under- 
standing of the family situation by the family or the therapist. Rather, the focus is on 
change. The therapist’s job is to produce change by helping the family to focus on what 
they see as solutions to the problems they have reported. That is, families should look at 
exceptions to behaviors. Therapists also produce changes in families by challenging their 
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worldview, asking them appropriate questions, and giving them skeleton keys, which 
are, as discussed earlier, universal therapeutic techniques and tasks that have the power 
to help families find ways to unlock their potential. 

A fourth quality of solution-focused family therapy is that it is empowering and 
meant to assist families in assessing and utilizing their resources. Formula tasks, such as 
“Do something different,” and awareness exercises, such as “Find times when symptoms 
do not occur,” help families help themselves. Families “are encouraged to imagine a 
future without the problem(s) so that they can identify what they will be doing (solu- 
tions)” (Kok & Leskela, 1996, p. 398). 

Finally, achievable goals are emphasized, such as small changes in behavior. These 
changes are seen as the basis for larger, systemic changes. Therapists encourage and rein- 
force any type of family change. The idea is that once change starts, it will continue. 
“Solution-focused brief therapy further asserts that change is inevitable and that clients 
want to change” (Kok & Leskela, 1996, p. 398). 


Comparison with Other Theories 


Unlike Bowen or psychoanalytic theory, virtually no attention is paid to history with 
solution-focused therapy. Rather, perception and minimal change are the focus. If fami- 
lies change their views on situations, they behave differently or more functionally 
(Bubenzer & West, 1993). Similarly, if a family begins to interact differently, it begins to 
see its situation from a new perspective. 

As with strategic family therapy, solution-focused family therapy is brief in regard to 
the situation focused on and the amount of time allotted to it. Structuring the sessions in 
a way that emphasizes the therapist’s expectations regarding doing something differently 
encourages rapid change. Difficulties lose their potency. Sometimes this results in a one- 
session treatment. However, deShazer (1989, 1991) found that most clients (80.37%) meet 
their goals or make significant progress in an average of 4.5 sessions. Milton Erickson’s 
influence on rapid changes is an obvious factor in all solution-focused approaches. 

Therapy ends when an agreed-on behavioral goal is reached rather than when a 
hypothetical therapeutic issue is discussed (O’Hanlon & Wilk, 1987). If there is no com- 
plaint or objective, there is no need for treatment. In this respect, solution-focused family 
therapy is similar to many forms of behavioral family therapy, in that it concentrates on 
resolving a concrete issue. 

Some proponents of solution-focused therapy, mainly followers of deShazer and 
Berg, use a team in helping the family. The expense of treatment may be high even 
though there are generally fewer sessions than in some other approaches, such as psy- 
chodynamic therapy. 

Like MRI strategic therapy, solution-focused therapy aims to help client-families 
change their thoughts or actions so that they become more satisfied with their lives. How- 
ever, solution-focused therapists trust and utilize family resources more than MRI strategic 
therapists. 

Finally, like a few other couple and family therapies, solution-focused therapy is 
being used as an adjunct to conventional medical treatment. For example, it is being used 
in the treatment of migraines, but the therapy holds promise as effective approach for 
other types of headache symptoms (Guterman, Mecias, & Ainbinder, 2005). 
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CASE ILLUSTRATION 
The Roberts Family 


Family Background 


After being married for 25 years raising two children, Don and Kathy Roberts are contem- 
plating a divorce. This crisis has led them to family therapy. Since the children left home 
2 years ago, the couple has been drifting apart. Both Don, a computer analyst, and Kathy, 
a school superintendent, think they have little in common anymore. They work long 
hours, take separate vacations, spend the weekends with friends or by themselves, and 
basically just share space in their house. The couple is saddened by the fact that their 
marriage is no longer vibrant, but they are proud of their children and what they accom- 
plished while the children were young. 


Conceptualization of Family: Solution-Focused Perspective 


Don and Kathy are at a critical stage in their personal, professional, and couple lives. 
They focused on their children and activities outside the marriage to the extent that they 
failed to cultivate common interests and activities. Both seem to have taken a fatalistic 
view that their marriage is over. Yet, by coming to therapy, they have some hope that 
perhaps their relationship can be saved. 

There is a long history on which to build in working with this couple. Finding pat- 
terns and exceptions are real possibilities. The couple has some motivation and consider- 
able ability, given their jobs and past successes. A drawback to this situation is that the 
couple may be operating in the cognitive domain. In addition, the spouses are presently 
detached from each other. 


Process of Treatment: Solution-Focused Therapy 


In working with the Roberts, a solution-focused family therapist would first listen to their 
concerns. In this case, a lack of closeness and common interests would most likely sur- 
face. From the first session, the therapist would begin to discuss with the Roberts excep- 
tions to their complaint, that is, times when they were close and shared common interests. 
They may have both shared a love for knowledge at the beginning of their marriage and 
throughout the time of raising their children. 

In the deShazer model of solution-focused therapy, the therapist might take a break 
after listening to the complaints and exceptions. At the break, the therapist would either 
consult with a team of other professionals watching the session or think alone about set- 
ting up a homework assignment for the Roberts. When the therapist returned, he or she 
would lead off with a compliment to build a “yes set” and then give the homework 
assignment. In the O’Hanlon model, this structure (especially the break and the possible 
use of a team) would not be implemented. Instead, the therapist would focus on giving 
the couple a task to either make a small change (e.g., talk together for 5 minutes) or 
increase what they have been doing less of G.e., make a second-order change, such as 
talking about what they might do in the future together). 

In either form of solution-oriented therapy, the emphasis would be on working with 
the couple to do something different. In the deShazer version of this model, the couple 
would be asked on return appointments to check on clues G.e., “What is different this 
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week from last week?”). There would also be an emphasis on scaling (i.e., ranking the 
concern on a scale of 1 [bad] to 10 [good]). The idea behind this method would be to get 
the Roberts to become increasingly aware of their improvement in therapy and give them 
hope that their situation could be better. In both forms of solution-oriented family ther- 
apy, considerable emphasis would be placed on the strengths of the Roberts—their intel- 
ligence, hardworking spirit, motivation, and past success. Considerable talk would also 
revolve around change. In the deShazer model, the therapist might employ the miracle 
question to encourage more thought about change and elicit solution-focused informa- 
tion if the therapeutic process did not proceed smoothly or efficiently. 

The total number of sessions needed to work with the Roberts or a typical client- 
family would be five or six. By the end of therapy, the Roberts’ should have made 
changes in their lifestyle and have skills to take with them should they drift apart again. 


NARRATIVE FAMILY THERAPY 
MAJOR THEORISTS 


The most prominent professionals associated with narrative family therapy are Michael 
White, who is highlighted here and until his death in 2008 was codirector of the Dulwich 
Centre in Adelaide, South Australia; and David Epston, codirector of the Family Therapy 
Centre in Auckland, New Zealand. Other professionals include associates of White and 
Epston, such as Michael Durrant and Gerald Monk. 


Michael White (1948-2008) 


Michael White began his professional life as a mechanical draftsman but soon discovered 
he enjoyed people more than paper. He earned a master’s of social work degree from the 
University of South Australia and began his work as a family therapist in the late 1970s 
and early 1980s. He was initially attracted to the work of Gregory Bateson and Bateson’s 
explanatory model of systems analysis, but later, almost by accident, he discovered 
Edward Bruner’s ethnographic work in library research (Monk, 1998). From Bruner, White 
took the idea that stories are not just descriptive but are constitutive as well. They shape 
our existence. Furthermore, lived experiences, that is, a narrative, may be overshadowed 
by dominant problem-saturated stories. Thus, the task of the therapist is to coconstruct 
with a client an alternative, more favored storyline. 

As he constructed his theory, White discovered the writings of Michel Foucault 
(1980, 1982, 1984), a French intellectual who formulated theories of knowledge and 
power. “Foucault described how people are constantly evaluating their worth in relation 
to widely accepted societal norms” (Monk, 1998, p. 3). This act of subjecting oneself or 
others to comparison and evaluation becomes the source of many problems in life. Prob- 
lems can thus be addressed when a culture’s values and ideas are questioned or chal- 
lenged. White read extensively outside the field of family therapy, and drew heavily from 
literary theory, anthropology, and critical theory in formulating his approach. He was 
interested in the social origins of learning and the concept of “scaffolding” as proposed 
by Lev Vygotsky and was also influenced by feminist theory (Bubenzer, West, & Boughner, 
1994; Duvall & Young, 2009). 
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White increasingly turned toward narrative metaphors and away from systems think- 
ing as he developed narrative therapy. He saw people’s problems as related to the stories 
they have about themselves, which in turn often reflect oppressive cultural practices. A 
unique feature of White’s narrative approach compared with others based on social con- 
structivism is that White did not see one description of reality as better than any other. 
Instead, he thought values played a role in actions, such as actions against abuses of 
power, neglect, cruelty, and injustice (White, 1993). 

Before his untimely death in April 2008, White had set up the Adelaide Narrative 
Therapy Centre as a facility for counseling and training. 


PREMISES OF THE THEORY 


Narrative family therapy is a nonsystemic approach to working with individuals and fam- 
ilies based on a liberation philosophy consistent with postmodernism and social construc- 
tionism (Aniciete & Soloski, 2011; Schwarzbaum, 2009). It eschews attempts to formulate 
universal, generic principles. Indeed, the creators of this theory based much of their 
approach on the writings of Michel Foucault (1965, 1980), who asserted that human sci- 
ences (including social sciences like family therapy) generally characterize, classify, and 
specialize along a scale that objectifies people. As such, human sciences repress personal 
experiences and stories. The result is that people internalize and judge themselves in a 
logical and normative way that limits their options. 

Thus, the narrative therapy approach distinguishes between logico-scientific reason- 
ing, which is characterized by empiricism and logic, and narrative reasoning, which is 
characterized by stories, substories, meaningfulness, and liveliness. The narrative therapy 
perspective is that “people live their lives by stories” (Kurtz & Tandy, 1995, p. 177) and 
“families are formed, perpetuated, and transformed through the stories they share” 
(Ponzetti, 2005, p. 132). The emphasis in the narrative approach is toward a storyline way 
of conceptualizing and interpreting the world at any point in time: past, present, or 
future. White developed a means of mapping narrative conversations so clients could see 
the dominant and alternative stories of their lives (White, 2007). Narrative therapy empha- 
sizes empowering client-families to develop their unique and alternative stories about 
themselves in the hope that they will come up with novel options and strategies for liv- 
ing. By reauthoring their lives, families are enabled to change in ways not possible 
before (Bubenzer et al., 1994; Hodas, 1994; White, 1995). Such a transformation is dra- 
matically seen in the work that narrative therapy has done with families that are home- 
less, in which such families are encouraged to externalize homelessness and loosen the 
grip of problematic descriptions in their lives (Fraenkel, Hameline, & Shannon, 2009). 

In the process of changing their lives by changing their stories, client-families are 
urged to externalize problems in order to solve them. Externalization breaks the habit- 
ual reading and retelling of the complaint-saturated story as residing in the person. In 
externalization “the problem becomes a separate entity” (White & Epston, 1990, p. 38). A 
characteristic such as envy is no longer seen as something that is personal to one or more 
members of the family, but rather as a problem the family needs to solve because of the 
negative ways it impacts their relationships. Similarly, trouble may be externalized and 
worked on within a family context. Thus, through externalization, family members reduce 
their arguments about who owns a problem and ideally form a team and enter into dia- 
logue about problem solving. 
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TREATMENT TECHNIQUES 


Narrative therapy is a process-oriented as opposed to a technique-driven approach. It 
does not seek to change behavior as much as it seeks to recognize and bring out strengths 
already present in individuals, couples, or families (Aniciete & Soloski, 2011). However, 
even though it does not concentrate on techniques, many narrative family treatment tech- 
niques are quite innovative. The most prevalent are highlighted here. 


Externalization of the Problem 


As previously stated, through externalization, therapists seek to separate problems from 
people. The results are usually (1) a decrease in unproductive conflict between persons, (2) 
a lessening of the sense of failure an unresolved problem places on persons, (3) an increase 
of cooperation among family members to problem solve and engage in dialogue with each 
other, (4) an opening up of new possibilities for action, and (5) a freeing of persons to be 
more effective and less stressed in approaching problems (White & Epston, 1990). 

In externalization, the problem is the problem. As such, it becomes objective and can 
be addressed in unique ways (White, 1991). Externalization separates the person from the 
problem and permits the problem to be viewed from a variety of perspectives and con- 
texts. Questions are asked that map the influence of the problem and explore unique 
qualities of the problem, such as times when it is absent or not as powerful (Keeling & 
Bermudez, 2006). Externalization can be done through a conversational process, such as 
describing the problem in such a way that it takes on a personality of its own. For exam- 
ple, encopresis (lack of bowel control) might be given the name “Sneaky Poo” (White, 
1989). Writing, such as developing a story about the problem, or the use of art, such as 
sculpting or drawing cartoons to illustrate problems, are two other ways of externaliza- 
tion (Keeling & Bermudez, 2006) (see Figure 13.1). Through externalization, all family 
members can relate to what is facing them. They may then become consultants to the 
therapist, helping to solve the problem and not being defined by it (Bitter, 2000). 


Family Reflection: Think of a problem one or more members of your family encountered and 
how you might externalize it. How do you think your family would have addressed the problem 
had it been externalized? 


Influence (Effect) of the Problem on the Person 


The goal of asking how a problem has influenced a person is to increase the person’s 
awareness and objectivity. This type of awareness can best be generated by the therapist 
asking each family member to give a detailed, no-holds-barred account of how the problem 
has affected him or her (e.g., dominated his or her life). A typical question in this process 
might be, “How has the problem influenced you and your life and your relationships?” 


Influence (Effect) of the Person on the Problem 


The purpose of asking family members how they have influenced a problem is twofold. 
First, it makes them increasingly aware of their response to a problem. Second, it helps 
them realize their strengths or potential in facing such a situation. In essence, this technique 
is the opposite of the influence of the problem on the person (see preceding section). 
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Unbalanced Stuck 
Fused Depressed Stressed 


FIGURE 13.1 Sculptures of externalized problems. 
Drawn by Lindsay Berg, 2013. Used with permission. 


Again, this type of treatment breaks a fixed perception or behavior pattern and creates a 
new possible way to combat or stand up against a problem. 


Raising Dilemmas 


The effect of raising dilemmas is to get client-families to examine possible aspects of a 
problem before the need arises. For instance, parents might be asked in relation to their 
misbehaving son how they would cope with “Worry” if the son’s behavior became better, 
worsened, or remained the same. They might also be asked to consider how they would 
handle “Worry” if their youngest sibling began misbehaving as well. 


Predicting Setbacks 


Setbacks in family therapy are almost inevitable. Narrative family therapy takes the 
approach that setbacks are best dealt with when they are planned for or anticipated 
(White, 1986). By doing so, families can decide ahead of time how they will act in the 
face of adversity. For instance, in regard to “Worry,” narrative therapists might ask a fam- 
ily what they would do if, once they appear to have resolved their problem, “Worry” 
reappeared. In other words, would they give up and let “Worry” reenter their lives, or 
would they fight back and drive “Worry” away? 
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Using Questions 


Through the use of questions, therapists can challenge families to examine the nature of 
the difficulties they bring to therapy and what resources they have and can use to handle 
their problems. Questions can take a variety of forms, but two of the most prevalent types 
are those that explore exceptions and those that deal with significance. 

Exceptions questions are directed toward finding instances when a situation 
reported to be a problem was not true. If a family reports they are in chaos, an exceptions 
question would be aimed at finding examples of times when the family was not chaotic. 
The idea behind such questions is to challenge the family’s view of the world and offer 
them hope that their lives can be different because some change has already taken place. 
Most exceptions questions begin with when or what. Research on exceptions questions 
reveals that blaming statements decrease and positive statements increase during condi- 
tions involving exceptions questions (Meidonis & Bry, 1995). 

Significance questions are “unique redescription questions, they search for and 
reveal the meanings, significance, and importance of the exceptions” (Kurtz & Tandy, 
1995, p. 189). A family might be asked, “Now that you are more aware of how you acted 
in this situation, to what do you attribute that behavior?” 


Letters 


Writing letters to individuals or families after therapy sessions is an important part of nar- 
rative therapy. According to Epston (1994), “words in a letter don’t fade or disappear the 
way a conversation does. ... A client can hold a letter in hand, reading and rereading it 
days, months, and years after the session” (p. 31). Thus, letters can serve as a medium for 
continuation of the dialogue between the therapist and family members and as a reminder 
of what occurred in the therapy session. An interesting variation to writing letters is to try 
to empower individuals, especially women who may not feel empowered, by assigning 
them nicknames that correspond with a mythological gods or goddesses, such as Athena, 
the goddess of war, wisdom, and courage (Maxfield, Connor, & Doll, 2009). By identify- 
ing these individuals with power figures, the hope is that persons so recognized may feel 
powerful and begin to discover hidden resources within themselves 

For Epston, letters are case notes. Through them, he attempts to be transparent and 
congruent in his statements to families while they are in therapy. A typical brief letter 
from a narrative therapist might read as follows. 


Dear Vicki, Alex, and Taylor, 


I noticed in our last session that you had considerable energy around defeating 
“Fighting.” You were all in agreement of things you could do to stop “Fighting” 
before it started, such as going to the garden, working on the car, mowing the lawn, 
straightening up the house, or simply retreating to a quiet place in your house for 
10 minutes before saying a word. These are all good preventive strategies, and I do 
not think “Fighting” has a chance if you use them. 

However, I wonder if there are more strategies that you could add to your 
arsenal to beat “Fighting.” As we discussed in our session, you might employ soft 
words, open-ended questions, a soft takeoff on bringing up a sensitive subject, writ- 
ing your thoughts on paper and tearing them up or stowing them away, or even 
giving other persons a hug and telling them you love them before stating a point of 
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view that differs from theirs. I would be interested in how these additional strategies 
might help you. 

I look forward to seeing you in 2 weeks and finding out how all of these strat- 
egies and others you create have kept you free of “Fighting.” I am also open to 
assisting you in generating “Harmony,” which is a feeling you expressed interest in 
cultivating. 


Sincerely, 
FAITH F. THERAPIST 


Celebrations and Certificates 


Celebrations and certificates are a unique and important part of narrative therapy and 
are used to bring closure to therapy. They serve as tangible affirmations of the defeat of 
a problem. They also mark the beginning of a new description of a family (White & 
Epston, 1990). Celebrations can and should take on a festive air and include cakes, cook- 
ies, punch, and other goodies that signify a victory or an achievement. 

Certificates (see Figure 13.2) can and should be tailored for the family and the situ- 
ation they have faced. Certificates are best when printed and affixed with a logo. For 
instance, in regard to a family that has defeated “Apathy,” a certificate might read, 


This certificate is awarded to the Fong Family in recognition of their conquest of Apa- 
thy and its insidious effect upon their lives. Family members are commended for their 
persistence in the face of inertia and their ability to mobilize their energy to do some- 
thing about troublesome situations rather than wait for them to go away. 


ROLE OF THE THERAPIST 


The narrative family therapist works in a number of ways but is primarily a collaborator 
who assumes the role of a nonexpert. Michael White characterized the therapist position 
as influential but decentered or centrifugal (Beels, 2009; Schwartzbaum, 2009). “The nar- 
rative family counselor’s goal is to assist clients in coconstructing narratives that better fit 
the individual’s goals, while aligning with the family’s goals and objectives” (Miller & 
Forrest, 2009, p. 156). It is assumed that when people become immersed in and are 
involved in different stories, things will be different. 

Like therapists in other traditions, narrative family therapists engage their clients and 
use the basic relationship skills of attending, paraphrasing, clarifying, summarizing, and 
checking to make sure they hear the client’s story or problem correctly (Monk, 1998). The 
therapist does not assume that symptoms serve a function for families. Just the opposite 
is true. Problems are seen as oppressive for families. They need to be addressed and 
eliminated as rapidly as possible. Therefore, the narrative therapist is a questioner who 
works to find unique outcomes or exceptions when families experience problems. The 
therapist is also notable for examining the meaning of situations for families. 

To help families, the therapist assists them in separating themselves from old, problem- 
saturated stories by constructing new stories in which they, instead of their problems, are 
in control. This procedure is called reauthoring (White, 1992, 1995). It involves the 
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redefining of lives and relationships in a new narrative. “During the reauthoring phase of 
the story, counselors help new stories emerge by looking for unique outcomes. Unique 
outcomes are defined as clients’ storied experiences that do not fit the problem-saturated 
story” that they already told the therapist (Molina, Estrada, & Burnett, 2004, p. 144). 
Sometimes this process can be accomplished creatively, such as through the use of music 
and verse (Hodas, 1994). At other times, it is accomplished through a series of questions 
and the careful use of language. In any event, “memory is central to the process of resto- 
rying and reinterpreting” (Tootle, 2003, p. 186). Family members and families as a whole 
are successful when they organize to help themselves and escape the power of oppres- 
sive influences. 


Family Reflection: How would the story of your family read if you were reauthoring it? How 
would it differ from what it is now? Think of one chapter of the family at a time as you reauthor. 


PROCESS AND OUTCOME 


The process of narrative family therapy is one in which individuals and families are aided 
in learning to value their life experiences and stories. Indeed, narrative family therapy has 
even been called a therapy of “value” in which there is a restoration of value where there 
was a sense of emptiness or of nothing, emptiness, and bleakness (Young & Miller, 2012). 
The process consists of three phases: (1) deconstructing the dominant cultural narrative, 
(2) externalizing the problem, and (3) reauthoring the story (Molina et al., 2004, p. 144). 
In deconstruction, individuals and families are challenged to examine exceptions to 
problems they bring in. They are then asked to change their behaviors so that they col- 
lectively address difficulties by externalizing them—for example, giving them names, 
such as “Anger” or “Frustration.” In the process they are taught that the history of a prob- 
lem is not as important as making the effort to reconstruct or reauthor a story so that 
problems are less dominant and significant in a family’s life. 

In this final phase, questions are raised that aim at finding exceptions to the domi- 
nant influence of problems. The externalization of the problem unites the family in attack- 
ing it and thus helps the family to avoid scapegoating. By marshaling family resources, 
expecting setbacks, and raising dilemmas, narrative family therapists help families con- 
struct new stories and meaning in their lives without falling into old and unproductive 
patterns of perception and behavior. 

Narrative family therapy is used with clients of different sexes, races, and presenting 
conditions (Schermer, 2013). It has been applied to the following problems: couple rela- 
tionships, substance abuse, adolescent sexual offences, schizophrenia, infertility, post- 
traumatic stress disorder (PTSD), AIDS, learning disabilities, temper problems within a 
family, anorexia/ bulimia, and grief. Most of the outcome studies on its effectiveness have 
been in the form of case reports (e.g., Merscham, 2000). 

Overall, narrative therapy is a social constructionist approach that is eclectic and 
uses the literary metaphors of storytelling and writing. Therapeutic relationships are col- 
laborative. It emphasizes cocreating differences, new stories, and new realities. Problems 
are investigated in terms of exceptions and meaning rather than causes. There is a focus 
on societal influences on people, such as how gender stories shape their lives (Scher- 
mer, 2013). 
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UNIQUE ASPECTS OF NARRATIVE FAMILY THERAPY 
Emphases 


Narrative family therapy emphasizes the reauthoring by families of their life stories. 
According to White (1992), a key component of family therapy is a deconstruction, which 
involves “procedures that subvert taken-for-granted realities and practices” (p. 121). Using 
questions is one way of employing deconstruction as a therapeutic tool. For instance, the 
therapist might ask, “Does this problem or situation invite you to react in certain ways?” 
or “What ideas do you have about that explain why you acted that way?” (Monk, 
1998, p. 5). Through deconstruction, the client is helped to move beyond symptom- 
maintaining myths to create a more vital story. Family problems are externalized to 
increase cooperation among family members to problem solve and create new possibili- 
ties for action. 

In narrative family therapy, the individuals and families are asked to look for excep- 
tions to the difficult situations they are experiencing. The idea is to focus on solutions, 
which are the exceptions, rather than problems, which are the rule. Questions are used 
extensively. 

The expectation of setbacks and the raising of dilemmas are built into narrative fam- 
ily therapy so that the people involved can realize ahead of time some of the problems 
they might have in creating new lifestyles. Expecting setbacks may be especially helpful 
in lowering resistance to making changes. 

Letters are sent to families about their progress. Celebrations are held and personal- 
ized certificates are issued when goals are achieved. 


Comparison with Other Theories 


Both solution-focused and narrative family therapies are based on postmodern, social 
constructionist points of view (Freedman & Combs, 1996). As such, they are among the 
most cerebral and intellectual of any of the family therapy approaches. From a narrative 
family therapy perspective, there is no normative family pattern. Instead, meaning, pur- 
posefulness, and health are determined by each family based on its own life history and 
culture. 

Narrative family therapy is nonsystemic. It pays particular attention to the use of 
language. “The power of language and its ability to shape reality are key to narrative fam- 
ily therapy” (Walsh & McGraw, 2002, p. 129). Thus, while other family therapy approaches 
put an emphasis on the importance of verbal behavior, narrative therapy is especially 
centered on the use of and influence of language. 

Little attention is paid in narrative family therapy to the history of the concern (or 
complaint) brought by the family. In this regard, narrative family therapy is similar to 
solution-focused, strategic, and behavioral therapies in its focus on the present rather than 
the past. Narrative family therapy focuses on collaborative therapeutic relationships, 
which is similar to the solution-focused approach. However, narrative family therapy is 
not a systems-oriented approach to working with families. Gus Napier sees the narrative 
approach “as falling into the individual model” both conceptually and in the way it is 
practiced (Disque & Morrow, 2002, p. 114). For instance, narrative therapy has been pro- 
posed as a career counseling approach for assisting individuals, especially women who 
are reentering the workforce after having raised a family (Locke & Gibbons, 2008). 
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In general, narrative therapists take 


a strong stand against the functionalist elements of both family systems and psycho- 
analytic models that led therapists to believe that problems are inherent in individuals 
(as psychoanalysis would have it) or in families (as family systems would have it). 
Instead, they believe that problems arise because people are induced by our culture 
into subscribing to narrow and self-defeating views of themselves and the world. 
(Schwartz, 1999, p. 264) 


CASE ILLUSTRATION 
The Weatherford Family 
Family Background 


Namid Weatherford married Ama Tekawitha in a civil ceremony after a whirlwind court- 
ship lasting 3 months. Namid, age 23 years, was new to city life and missed the comfort 
of friends and family on the American Indian reservation where he grew up. Ama, age 
22 years, was away from her family for the first time. The couple shared a high hope for 
their marriage and a physical attraction for one another, but their cultural backgrounds 
were different, as were their expectations for the relationship. Namid expected to be a 
good provider and to head the household. Ama, although not opposed to these roles, 
expected to have a say in the way the family functioned, especially after the birth of their 
daughter, Sacheen, now age 5 years, and their son, Hunter, now age 3 years. The trouble 
was that Namid worked construction and was often between jobs. During these times, he 
would insist that Ama not work and that she use the money they had saved to pay the 
bills and keep creditors from bothering them. Namid also would isolate himself from Ama 
during these times of unemployment and would leave home to meditate. Ama became 
depressed but continued nurturing her children. 


Conceptualization of Family: Narrative Perspective 


The 6-year-old marriage of Namid and Ama is stressed due to economic concerns, a lack 
of common strategies for problem solving, the stress of preschool children, and other 
external and internal pressures. The couple has had time to get to know one another, but 
it appears that they do not. They live according to rigid and passive gender roles that do 
not serve them or their family well. Their lack of outside social support and their ten- 
dency to retreat from talking with each other during times of heightened stress contribute 
to their difficulties. 


Process of Treatment: Narrative Therapy 


To help the Weatherfords, narrative family therapists would first listen to their story and 
help them rank the difficulties they face. In this case, financial stress would be rated 
number one, and the therapist would then work with the Weatherfords to externalize the 
problem and give it a name, such as “Money.” After externalizing the problem, the Weath- 
erfords would be asked by the therapist to state how the problem has affected them and 
how they have influenced the problem. 

The therapist would then use questions to help the Weatherfords find times when 
there were exceptions to their present way of acting and how that behavior affected 
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them. For instance, the therapist would compliment the Weatherfords on their ability to 
buy necessary items on sale and their agreement to make and keep a budget that allowed 
for some savings during times of employment. The therapist would make case notes in a 
letter to the Weatherfords on these exceptions and their work on the troublesome prob- 
lem of “Money.” The therapist would raise dilemmas during treatment on aspects of 
“Money” the Weatherfords may not have considered and also would predict setbacks in 
the Weatherfords solving their “Money” trouble. 

Through all of the sessions, the narrative therapist would encourage the Weather- 
fords to create a new story of their lives, such as switching roles when Namid is out of 
work and letting Ama bring home “Money” by working for a temporary employment 
agency while Namid takes care of the children. In such a story, the Weatherfords could 
be more united and less concerned about “Money.” The result should lead to a celebration 


and new strategies for living as a family. 


Summary and Conclusion 


In the 1980s, but especially in the 1990s, the work of 
deShazer and O’Hanlon brought national attention to 
solution-focused therapy. This approach concentrates on 
bringing change to a wider range of client-family prob- 
lems. It is short term, specific, positive, and concentrates 
on bringing about small changes in the process of facili- 
tating larger ones. Both deShazer and O’Hanlon have 
been greatly influenced by Milton Erickson. Insoo Kim 
Berg and Michele Weiner-Davis have also been major 
contributors to solution-focused therapy. 

In the 1990s, narrative family therapy emerged 
as another strong approach that continues today. Like 
solution-focused therapy, it is based on a postmodern, 
social constructionist view of the world that empha- 
sizes the subjective nature of reality and the impor- 
tance of families making their meaning in the world by 


Summary Table 


SOLUTION-FOCUSED AND SOLUTION- 
ORIENTED FAMILY THERAPIES 


MAJOR THEORISTS 


The major theorists for solution-focused ther- 
apy are Steve deShazer, Insoo Kim Berg, Bill 
O’Hanlon, Eve Lipchik, Alan Gurman, Michele 
Weiner-Davis, Scott Miller, and Patricia O'Hanlon 
Hudson. 


creating stories that are not problem centered. In this 
approach, difficulties are externalized, and, as with 
solution-focused therapies, exceptions to problems are 
noted and utilized to help families change their behav- 
iors for the better. 

Both solution-focused and narrative family ther- 
apies are concerned with changing present behaviors, 
not examining past histories. They both stress that 
families have untapped resources that can and should 
be marshaled in helping them help themselves. Simi- 
larly, these therapies are creative in innovative ways 
that go beyond traditional forms of family therapy, 
such as emphasizing that change is inevitable. Together, 
solution-focused and narrative family therapies repre- 
sent the best of the dynamic family therapy approaches 
that continue to develop. 


PREMISES OF THE THEORY 


The theory is built on the philosophy of social 
constructionism, which understands reality as a 
reflection of observation and experience, not as 
objective. 


Theorists believe that dysfunctional families get 
“stuck,” and the therapists’ goal is to assist them 
in breaking out of repetitive and problematic 
patterns of behavior. 
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Exceptions to patterns are highlighted. 
The present is emphasized. 


The family is viewed as an ally that wants to 
change. 


Only a small amount of change is necessary. 


TREATMENT TECHNIQUES 


Some of the primary techniques are as follows: 


e Cocreating a problem with the family. 

e Asking hypothetical questions, particu- 
larly the “miracle question.” 

e Focusing on exceptions. 

e Scaling. 

e Promoting second-order (qualitative) 
change. 

° Using compliments. 

e Providing clues. 

e Using skeleton keys. 


ROLE OF THE THERAPIST 


The solution-oriented family therapist initially 
determines the motivation of families and their 
members; that is, are they visitors, complainants, 
or customers? Then the therapist works as a 
facilitator with families, asking them questions 
and talking to them about expectations of 
change. Simple and universal solutions are 
emphasized by the therapist whenever possible, 
and rapid, small changes are encouraged. 


PROCESS AND OUTCOME 


Families are presented with the Ericksonian 
position that change is inevitable. 


Families are asked optimistic questions and rein- 
forced for small but specific movement. 


Families are encouraged to seek solutions and 
tap internal resources. 


UNIQUE ASPECTS OF SOLUTION-FOCUSED 
THERAPY 


Unique aspects of solution-focused therapy 
include the following: 


e Acceptance of a family’s situation through 
listening. 

e Emphasis on the present and clear defi- 
nition of a family’s situation. 


e Noting of exceptions to family patterns 
and raising of awareness (including fam- 
ily resources). 

° An empowering approach that encourages 
families to assess and utilize resources. 

e A focus on small changes through com- 
pletion of an assigned task or observa- 
tion within the family. 


Comparison with Other Theories 


Unlike Bowen or psychodynamic approaches, 
no attention is paid to history. 


Like strategic family therapies, solution-focused 
therapy is brief (usually five to six sessions). 


Like behavioral therapy, treatment ends when 
goals are achieved. However, universal solutions 
may be utilized in the process of fostering change. 


Like some other systemic family therapies, a 
team is sometimes used in treatment (deShazer). 


Like MRI strategic therapy, solution-focused 
therapy is aimed at helping families think and 
act differently. 


NARRATIVE FAMILY THERAPY 
MAJOR THEORISTS 


The major theorists of narrative family therapy 
include Michael White, David Epston, Michael 
Durrant, Gerald Monk, and associates of White 
and Epston. 


PREMISES OF THE THEORY 


Narrative therapy is based on a postmodern and 
social constructionist perspective that rejects 
classification systems based on empiricism and 
promotes empowering persons and families by 
emphasizing their stories. 

Narrative therapy distinguishes between logico- 
scientific reasoning and narrative reasoning and 
seeks to empower clients to find novel options 
and strategies for living by “reauthoring” their 
lives. 


Problems are seen as external to persons and 
families. 


Problems should be attacked in a cooperative 
manner by families who work as teams and utilize 
their resources. 
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TREATMENT TECHNIQUES UNIQUE ASPECTS OF NARRATIVE FAMILY 


THERAPY 


Narrative therapy treatment techniques include 
the following: 


e Externalizing the problem. 

e Examining the influence (effect) of the 
problem on the person. 

e Examining influence (effect) of the per- 
son on the problem. 

e Raising dilemmas. 

e Predicting setbacks. 

e Using questions (exceptions and signifi- 
cance questions). 

e Writing letters. 

e Encouraging celebrations and certificates. 


ROLE OF THE THERAPIST 


The therapist views problems as oppressive to 
families and in need of elimination. 


The therapist works to find unique outcomes, 
that is, exceptions, to families’ problems. 


The therapist uses questions and helps families 
create new stories in which they, and not their 
problems, are in control. 


PROCESS AND OUTCOME 


The process consists of three phases: 


e Deconstructing the dominant cultural 
narrative. 

e Externalizing the problem. 

e Reauthoring the story. 


Unique aspects of narrative family therapy 
include the following: 


e Families learn to value their life experi- 
ence and stories and reauthor their lives. 

e Families learn to find exceptions to their 
regular patterns of living. 

e Problems are externalized and worked 
on cooperatively. 

e Expectations of setbacks and the raising 
of dilemmas help to lower resistance. 

e Letters to families by their therapists are 
sent regarding their progress. 

e Celebrations by families and therapists 
are held when goals are reached. 


Comparison with Other Theories 


Narrative therapy is postmodern and based on a 
social constructionist viewpoint, like solution- 
focused therapy. 


The theory originally developed outside of the 
United States and is completely nonsystemic. 


The emphasis of therapy is on the present as 
compared with the historical emphasis of Bowen 
and psychoanalytic approaches. 

The focus of the approach is on a collaborative 
effort of families and therapists, like strategic 
and solution-focused family therapies. 


PART 


Professional Issues 
and Research in Family 
Therapy 


CHAPTER 14 


Therapy for 
Substance-Related 
Disorders, Domestic 
Violence, and Child 
Abuse 


As an old dog, he has survived 
the marriage of his master to a Nutmeg woman, 
the first clumsy steps of sandy-haired toddlers, 
and the crises of moves around eastern states. 
So in the gentle first light of morning 
he rolls leisurely in piles of yesterday’s clothes 
left over from last night’s baths by little boys, 
an act of independence. 
Then slowly, with a slight limp, 
he enters his daily routine, 
approaching the kitchen at the breakfast rush hour 
to quietly consume spilled cereal 
and dodge congested foot traffic. 
Sure of his place in a system of change 
he lays down to sleep by an air vent. 
A family grows around him. 


Gladding, 1991d 


CHAPTER OVERVIEW 
From reading this chapter, you will learn about 


m The nature, manifestation, and treatment of substance-related disorders. 
m Domestic violence and families. 
m Child abuse and neglect in families. 


As you read, consider 


m How families enable or discourage substance abuse. 
m The different missions of the professional organizations associated with family therapy. 
m How treatment centers for abuse work and why. 
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abuse has been pervasive through time and cultures. It has affected families in dif- 
ferent life cycles and in distinct ways. It has taken a number of forms—substance, 
mental, and physical—and has involved a variety of people—spouses, siblings, the eld- 
erly, and children—in different relationships and stages of life. The impact of abuse on 
lives is long lasting. The results are multiple and may be manifested in behavioral, psy- 
chological, sexual, or even economic ways. For example, domestic violence costs U.S. 
employers approximately $100 million a year in lost wages, sick leave, absenteeism, and 
nonproductivity (Chronister & McWhirter, 2003). 
For some families abuse is an entity from which they never recover. For other fami- 
lies, the healing process is painful, and the memory is permanent. In short, abuse is a 
blight that stains and puts a strain on a family even after actions that were abusive have 
outwardly disappeared. In this chapter, three forms of abuse—substance-related disor- 
ders, domestic violence, and child abuse—are examined in regard to the nature and 
appropriate treatment of each. Substance-related disorders provide a context for an over- 
all model in this chapter of how to engage families into therapy. However, in treating 
abuse, each case, like every family, is unique. 


A buse of any kind within a family is tragic. Like a plague that cripples and kills, 


SUBSTANCE-RELATED DISORDERS AND FAMILIES 


Substance use is a significant challenge for families and society (Gragg & Wilson, 2011). 
Substance-related disorders, which are defined as “disorders related to the taking of a 
drug of abuse (including alcohol), to the side effects of medication, and to toxin exposure” 
(American Psychiatric Association, 2013, p. 481) are even more disruptive. For diagnostic 
purposes, substances are grouped into 11 classes: “alcohol; amphetamines or similar acting 
sympathomimetics; caffeine; cannabis; cocaine; hallucinogens; inhalants; nicotine; opioids; 
phencyclidine (PCP) . . . and sedatives, hypnotics, or anxiolytics” (p. 175). 

Substance-related disorders due to the side effects of medication and to toxin expo- 
sure will not be covered here because problems regarding substances for most families 
tend to be associated with drug abuse. Nearly 60% of the world’s production of illegal 
drugs and a substantial percentage of legal alcohol products are consumed in the United 
States. Approximately 1 in 11 Americans suffers from severe addictive problems, and “one 
third of all American families are affected by alcohol problems” (Daw, 1995, p. 19). These 
problems prevent families from functioning well or growing. 

The rate of illicit drug use is 12.6% among American Indians or Alaska Natives, 
14.8% among those of two races or more, 11.3% among blacks, 8.3% among Hispanics 
(all races), 9.2% among Whites, and 3.7% among Asian Americans (U.S. Department of 
Health and Human Services, 2013). 

In the area of alcohol problems, there are two general levels or forms of alcohol 
use disorders. The first is alcohol abuse, “a problem pattern where the drinking inter- 
feres with work, school, or home life” in addition to other difficulties with the law and 
society (Stanton, 1999, p. 1). The second is alcohol dependency, in which the person is 
unable to control his or her drinking behavior even after trying. 

Regardless of the level or form, as a group, substance-related disorders are consid- 
ered to be family based and supported, with individuals in families abusing various 
substances for a variety of reasons—for example, as a way of coping with crisis or con- 
necting with one another (McCollum & Trepper, 2001; Schroeder, 1989). The family 
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plays a role in the development and maintenance of substance abuse (Slesnick & 
Prestopik, 2004). Family conflict and communication, in particular, can inadvertently 
reinforce undesirable behavior. 

Regardless of the dynamics behind it, substance-related disorders have a profound 
negative effect on individual, couple, and family life cycles. This kind of negative effect— 
for instance, difficulties in family relations—is sometimes expressed by individuals who 
are abusing substances especially if they are in treatment. 

With substance-related disorders, developmental stages also are altered significantly. 
For example, young adults going off to college may find they are unable to assimilate into 
the academic and social environment and make necessary adjustments (Cutler & Radford, 
1999). These young adults are often stuck in a lifestyle that promotes dependency and a 
false sense of identity known as pseudo individuation/pseudo self. Young people in 
such circumstances lack basic coping skills and fail to achieve real identity. As a result, 
they become “competent within a framework of incompetence” (Stanton et al., 1982, 
p. 19). They become marginalized in society and noncontributors to it. Overall, research 
shows, “alcohol and other substance abuse is the cause of more deaths, illnesses, and 
disabilities than any other preventable health condition, and consequently undermines 
family life, the economy, and public safety” (Chan, 2003, p. 129). 


Family Reflection: Have you encountered individuals who have a vague sense of identity? How 
do you think these individuals deal with difficult issues or hard choices? How many of these 
people were or had been on drugs or were addicted to substances? 


Manifestation of Substance-Related Disorders 


Substance-related disorders affect couples, families, and the individuals within them, as 
well as society in general. Although the more than 14 million persons in the United 
States (6.3% of the population) with a substance-related disorder may think that taking a 
substance is only an intrapersonal problem, they are wrong (Rowe & Liddle, 2003). The 
behaviors that go with substance abuse or dependence permeate and penetrate into 
other relationships and affect the actions of everyone who comes in contact with the 
person who has the disorder. “Estimates of the economic costs of mental and substance 
abuse disorders in the United States are in excess of $200 billion per year” (Evans et al., 
2005, p. 621). 


COUPLE AND FAMILY MANIFESTATIONS Couples and families deal with substance- 
related disorders in a number of ways. Unhealthy or dysfunctional methods of working 
with the situation and person(s) involved are usually tried initially and are displayed 
through various strategies (Elkin, 1984). 

One way in which couples and families may deal detrimentally with substance- 
related disorders is to have the nonabusing members of the couple or family shield the 
substance-related abuser from the negative consequences of his or her actions. When this 
is done, the abuser does not get a true picture of the seriousness of his or her actions 
(Meyers, Apodaca, Flicker, & Slesnick, 2002). 

Another way in which couples and families deal unsuccessfully with the seriousness 
of a substance-related disorder problem is through denial. In such a scenario, the couple 
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or family pretends that the existence of the disorder is not present in their household. A 
spouse may make excuses for his or her mate by saying that the substance abuser’s 
actions were due to other circumstances, such as fatigue or frivolity. This strategy is 
somewhat akin to not acknowledging an elephant in one’s living room, and it shields the 
abuser from the consequences of his or her actions. 

A third way in which couples and families deal inappropriately with the existence 
of a substance-related disorder is through the expression of negative feelings. Members of 
the couple or family, except for the abuser(s), experience a plethora of unpleasant emo- 
tions, such as fear, anger, shame, guilt, resentment, insecurity, confusion, and rejection. 
When a couple or family is caught up in such a whirlwind of affect, they relate to each 
other and to the outside world in a despondent and anxious manner. 

Still a fourth way for couples and families to maladaptively cope with a substance- 
related disorder is for members to assume roles that allow them and others to survive. 
Among these roles, according to Murphy (1984), are the following: 


° The enabler, a spouse or other family member on whom the substance abuser is 
most dependent and who allows a substance abuser to continue and become worse. 

° The family hero, an adult or oldest child who functions to provide self-worth for 
the family. 

e The scapegoat, often a child who attempts to distract the family focus away from 
the substance abuser by acting out in a disruptive manner and being blamed for the 
family’s problems. 

¢ The lost child, usually a child in the family who suffers from rejection and loneli- 
ness and offers a substance-abuser family relief. 

° The family clown, who is often the youngest member of the family and whose 
function is to provide the family with humor and thus reduce tension. 


A fifth way for couples and families to disastrously cope with substance-related dis- 
orders is for the couple or family to deteriorate. In these cases, members of couples and 
families do such things as drink or take drugs together. This type of behavior is not com- 
mon, but it does occur, especially as children in families grow into adolescents. Usually, 
within a couple or family the consumption of a harmful substance is centered on an adult 
or adults, as in the play, Who's Afraid of Virginia Woolf? 

Another pattern that highlights a bad strategy for handling a substance-related dis- 
order is for couples and families to focus their energy on the substance abuser. In this 
type of reaction, the individuals and families as a whole may spend the majority of their 
time begging, pleading with, blaming, or shaming a substance-abusing or dependent fam- 
ily member for all of their problems. A son might spend countless hours trying to help his 
father stay sober in the belief that the family would become a warm and loving entity if 
that happened. 

A final unfortunate way in which a substance-related disorder may be handled by 
couples or families is for individuals in such relationships to misuse or abuse not only the 
substance in question, but also the family resources. Everyone suffers physically because 
of a lack of money and effort to purchase essential necessities. A popular book of the late 
1990s, Angela’s Ashes (McCourt, 1996), describes the impact of such a substance abuse 
system, in this case alcohol. Angela’s Ashes and similar works show how family members, 
especially children, can be severely affected in multiple negative ways, including death, 
because of substance-related disorders. 


Chapter 14 ° Therapy for Substance-Related Disorders, Domestic Violence, and Child Abuse 363 


Family Reflection: When have you seen substance abuse cripple families or couple relation- 
ships? What strategies did these couples or families use to cope? How similar were these strate- 
gies to those just described? 


INDIVIDUAL MANIFESTATIONS In addition to couples and families showing the effects 
of substance-related disorders, individuals within families also display manifestations. 
Children may behave in a confused way about their self-identity and self-worth. As a 
result, they may become controlling in their interpersonal relationships as a way of gain- 
ing security (Schroeder, 1989). Children who live in an environment in which at least 
one parent is an abuser of alcohol are twice as likely as their counterparts to develop 
social and emotional problems, such as low school achievement and trouble with the 
law (Lawson, 1994, Straussner & Fewell, 2006). They may feel less attached and bonded 
to others and therefore have more difficulties than most people in intimate relationships 
such as marriage. 

Adults who grew up in families in which there was a substance-related disorder 
may spend considerable time and energy attempting to resolve issues related to the dys- 
functional nature of their families of origin. Many adults, for example, who come from a 
family where alcohol is abused struggle in dealing with feelings of numbness, a sense of 
guilt, confusion, denial, and compulsive behavior (Black, 1990; Woititz, 2002). Their 
intrapersonal relations with themselves and interpersonal dynamics with others are 
affected. They may be unable to form long-lasting and intimate relationships. 


Engaging Substance-Related Disorder Families in Treatment 


The family—particularly parents or guardians—can have a predominant influence in 
pressuring family members to seek treatment (Stanton, 2004), especially in some family 
groups, such as those in Hispanic/Latino cultures, in which the family is of primary 
importance. Family-based treatments are currently recognized as among the most effec- 
tive approaches for helping those who abuse substances (Baldwin, Berkeljon, Shadish, & 
Bean, 2012; Myers et al., 2002; Rowe & Liddle, 2003). “Family therapy is an especially 
effective intervention for treating adolescent drug use when compared with nonfamily- 
based interventions” (Slesnick & Prestopik, 2009, p. 256). 

However, even though family therapy is one of the preferred methods of working 
with families who have substance-related problems, especially when alcohol is the pri- 
mary drug (Edwards & Steinglass, 1995), only a small percentage of family therapists 
report treating such families (Northey, 2002). When such treatment is employed, it is usu- 
ally effective; when family therapy is appropriately applied, research shows that episodes 
of harmful drug use are significantly reduced (Whittinghill, 2002). On the other hand, 
when treatment is not forthcoming, the results are almost always negative. The “conse- 
quences of not treating a family that has become dysfunctional by the substance abuse of 
a family member can be disastrous for the family, the chemically dependent individual, or 
both” (Murphy, 1984, p. 106). 

Getting the family to agree to therapy is frequently a challenge. “The task of 
engaging an entire family unit from the onset is a very difficult, yet critical component 
of the family therapy process.” This undertaking “may be particularly true when work- 
ing with minority families because cultural factors can create unique family dynamics 


364 


Part 3 ° Professional Issues and Research in Family Therapy 


that become intertwined with the complex issue of engagement” (Santisteban & Szapocznik, 
1994, pp. 9-10). 

One way to get the family engaged is to involve concerned significant others 
(CSOs) in the process of treatment. CSOs can be spouses, relatives, or children of the 
substance abuser or dependent person. It used to be that CSOs would meet with a sub- 
stance abuser in a surprise meeting known as the intervention. Here the abuser would 
be confronted by the CSOs about all of the problems his or her behaviors caused. In 
place of that approach, many CSOs now meet with therapists to learn behavioral skills 
designed to influence the abuser’s use of substances, with the ultimate goal of getting the 
abuser to enter treatment (Myers et al., 2002). This CSO strategy has proven to be effec- 
tive in engaging initially unmotivated problem drinkers in treatment (Miller, Meyers, & 
Tonigan, 1999). Rates of success for such an approach are high (64%) and have proved to 
be better than interventions from other professional groups. Treatment engagement rates 
are higher for CSOs who are parents than for spouses. 

Another way to engage families in the process of treatment is to widen “the focus 
of attention from providing therapy once a family brings itself to the clinic to consider- 
ing that the treatment begins prior to the first clinic visit” (Santisteban & Szapocznik, 
1994, pp. 11-12). With this emphasis, the interaction between the therapist and the 
family is included in the formation of a therapeutic system. Deemphasis is placed on 
the therapist as the ally of the family member who made the initial call. Instead, issues 
in diagnosing potential obstacles to engaging the family include those involving the 
family system (e.g., characteristics and/or interactional patterns of the family) and those 
involving the therapeutic system (e.g., the interface/interaction between the family sys- 
tem and the therapist). 

The developmental issue that may present itself most blatantly in this early stage of 
treatment is the status of the identified patient in the family system. The identified 
patient (IP) is usually an extremely powerful member of the family whose development 
has been arrested and is generally resistant to therapy because to engage in the process 
is to agree to someone else’s agenda and weaken one’s position of power. If such fami- 
lies are going to be brought successfully into family therapy, especially if the IP is an 
adolescent, the therapist must contact the IP directly and immediately. In this contact, the 
therapist makes it clear that he or she “would like to explore the IP’s goals” (Santisteban & 
Szapoczik, 1994, p. 16). 

To engage a substance-related disorder family to the fullest, the family therapist 
may also call the person in the family who is most disengaged—often a father or 
another family member who is “allegedly unwilling” to enter family therapy. A direct 
conversation may be persuasive in helping such a family member realize that he or she 
has much to contribute to the therapeutic process. Similarly, if a family is fearful or sus- 
picious of where therapy will lead, the therapist must reframe the process so that the 
family is in agreement on the specific nature of what will be worked on, so they will 
feel more in control. 


Family Reflection: There are a lot of excuses for why a family or members of a family cannot 
come to therapy. In fact, in families in which there is substance abuse, excuses and manipulation 
have become art forms. How does this information help you think about avoidance issues that 
these families display? How can it help you engage these families and their members? 
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Approaches for Treating Substance-Related Disorder 
Families After Engagement 


Individuals and families who are engaged in substance-related activities are often difficult 
to treat. Many have a high degree of resistance to therapy, and relapse may be frequent, 
with up to 90% having one relapse during the first 4 years following treatment (Diamond, 
2000). To help rehabilitate these individuals and their families once they have been 
engaged, therapists are wise to use systems and resources in the community in which 
these people live and realize that recovery is a matter of “phasing” in treatment to fit the 
developmental readiness of the family (Berenson, 1992). This community reinforce- 
ment approach (CRA) is among the top five treatments for substance abuse when 
examined empirically (Myers et al., 2002). Recovery in the CRA model is a process that 
occurs in and with systems support and in stages. 

Areas that must be addressed within couples and families are issues dealing with 
physical, emotional, social, and vocational impairments. All of these areas influence each 
other systematically. For example, physical factors, such as excessive drinking, and the 
behaviors that accompany them, such as undue disorderliness, spill over into one another 
and affect emotional, social, and vocational arenas of the family. The reverse occurs, too. 
Fortunately, there are a number of ways to address these family dynamics (Lewis, 1994; 
Lewis, Dana, & Blevin, 2010). 

Probably the most important dimension to initially address in families who are in 
treatment for substance-related problems is that of “environmental influences” (Lawson, 
1994, p. 213). Environmental influences include the physical aspects of a family’s life, 
such as getting the substance abuse behavior stopped. An example would be getting the 
alcoholic “dry.” This process may involve a detoxification center, where the abuser is 
helped physically and psychologically to give up the substance that he or she has been 
abusing. The theoretical base that is used from this perspective is multisystemic therapy. 
This approach is based on social ecology, 


in which individuals are viewed as being nested within a complex of interconnected 
systems that encompass individual, family, and extrafamilial (peer, school, neighbor- 
hood) factors. Behavior is seen as the product of the reciprocal interplay between the 
family and these systems and the relations of the systems with each other. Multisys- 
temic treatments are based on the recognition that substance use and other related 
problem behavior derive commonly from many sources of influence and occur in the 
context of multiple systems. (Slesnick & Prestopik, 2004, p. 244) 


Once substance-related behavior, such as abuse, stops, then the family can enter a 
new phase of treatment, such as determining when and where they interact, as well as 
how they engage in activities both within and outside the environment in which they live. 
These physical influences can be manipulated more easily early in the therapeutic proc- 
ess and can help the family realize the power of simple change, such as rearranging times 
when tasks are done or assigning different individuals to complete essential jobs needed 
to keep the family functioning. 

In addition to making environmental changes, clinicians must help spouses and 
individual family members, as well as the family, with emotional, social, and vocational 
issues. In situations in which an adolescent is the identified patient, a primary role of the 
family therapist is to make an assessment and decision about the use of the substance an 
adolescent may be abusing. That task is required for members of this population because 
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drug consumption can take three forms with adolescents: experimentation, dependence, 
or addiction (Schroeder, 1989). If the adolescent is merely experimenting, issues sur- 
rounding consumption can be addressed in an easier and more straightforward manner 
than if the adolescent has become dependent on or addicted to a substance. In the case 
of dependence and addiction, dysfunctional behaviors in families arise, and professional 
intervention is both warranted and needed. 

Among other issues that must be highlighted in addressing families in which there 
are substance-related problems are feelings (e.g., anger or intimacy), defense mechanisms 
(e.g., denial or projection), and work by individuals in these families. In the process, 
therapists help the family and its members take responsibility for behaviors that before had 
been minimized, excused, or enabled (Krestan & Bepko, 1988; Myers et al., 2002). They 
help the family get back on track as a functional system by getting “involved in the treat- 
ment process” and “helping the abusing member overcome . . . addiction, rather than serv- 
ing as a force that maintains it” (Van Deusen, Stanton, Scott, Todd, & Mowatt, 1982, p. 39). 

Ways in which therapists assist families are often tied to specific family theories 
(Todd & Selekman, 1991). Among the most prominent approaches that have been used 
with substance-related disorder families are structural-strategic, Bowen, behavioral, Adlerian, 
and multifamily therapies. Increased emphasis has also been placed on preventive efforts 
that involve marshaling community resources as well (Bry, 1994). 


CASE ILLUSTRATION 


Sonya Briggs, 16 years old, started experimenting with different substances that she got 
from her friends about a year ago. She is an only child of workaholic parents, so she usu- 
ally has a lot of time by herself. However, her parents recently discovered bottles and 
needles in her room. They were shocked and confronted her with the evidence. Sonya 
admitted that she experimented a little but assured her mother and father that her adven- 
tures into alcohol and drugs were in the past. Surprisingly, her parents let the matter 
drop. That was 2 months ago. 

Now, Sonya has some cravings and is focused on satisfying her needs. She is skip- 
ping classes, making poor grades, letting her daily hygiene go, and becoming more and 
more isolated. Her parents suspect that she has become addicted to a “hard drug.” They 
come to you for advice and counsel. What do you suggest they do? Why? When? How? 


STRUCTURAL-STRATEGIC FAMILY THERAPY Early in its history, family therapy addressed 
the problem of substance abuse as a family systems problem. The documentation of the 
effectiveness of family therapy forms of treatment for drug abuse and addiction was par- 
ticularly well demonstrated in the structural-strategic emphasis of Stanton et al. (1982) 
and Todd and Selekman (1991). The meticulous work of these researchers underscores 
the importance of family dynamics in such situations and the crucial nature of involving 
the entire family in treatment. 

Among the recommended models for treatment and prevention of substance-related 
family disorders from a structural-strategic approach are the following. 

Treatment should initially address excessive drinking or other forms of substance 
abuse in order to get it stopped. Such a process might mean getting inpatient detoxification, 
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enrolling appropriate family members in Alcoholics Anonymous (AA) or Al-Anon, and 
mobilizing support networks. After the abuse of substances has come to an end, treat- 
ment based on clear thinking and a drug-free mind can begin, using a combination of 
structural-strategic family therapy methods. 

Structural family therapy may be used just by itself as well. In working with a 
multigenerational Hispanic stepfamily experiencing alcohol dependence, Wycoff and 
Cameron (2000) found that “because structural family therapy is action oriented .. . and 
encourages active participation by the counselor, it lends itself nicely to the educative 
and supportive facilitation process needed during the early recovery period for the alcohol 
dependent family” (p. 52). Using family mapping, searching for family strengths, using 
praise, and respecting as well as working within cultural traditions produced needed 
results in the modification of the family structure. 


BOWEN FAMILY THERAPY Effective therapy for alcohol abuse families may also take a 
Bowen family therapy approach (Bowen, 1974). Bowen theory is especially helpful as a 
component in implementing a program that deals with codependency treatment (Gibson & 
Donigian, 1993). In codependency, there is a dynamic in a family of overresponsibility 
(the codependent family member, usually a spouse) and underresponsibility (the sub- 
stance abuser) (Morgan, 1998). However, in the Bowen model of family therapy, empha- 
sis is placed on the differentiation of oneself and achievement of an interplay between 
two counterbalancing life forces—individuality and togetherness. The family therapist 
works with both the substance-related abuser and the codependent in the family to help 
them and the family become balanced. This process is often worked out by toning down 
the functioning of the overresponsible member (i.e., the codependent) because it is 
easier to do this than to boost up the behavior of the underresponsible member of the 
family. 

In reaching a balanced state of being, individuals, especially those with low self- 
esteem, such as codependents, learn to distinguish between subjective feelings and objec- 
tive thoughts. They become more flexible, adaptable, and independent. Through the use 
of genograms, “I” position statements, and reconnections of emotional cutoffs, codepend- 
ents gain a greater awareness and understanding of how family patterns have been devel- 
oped and maintained (Gibson & Donigian, 1993). They gain a greater freedom to change 
how they relate to all family members and to stop behaving in ways that make them 
dependent or enables someone in the family to be a substance-related abuser. 


BEHAVIORAL FAMILY THERAPY Behavioral therapies have produced good results in 
treating couples and families with a substance-related problem, particularly alcohol abuse 
(Chan, 2003; Myers et al., 2002). A number of behaviors can be specified and modified in 
behaviorally oriented approaches to treatment by incorporating basic behavioral methods 
such as reinforcement, modeling, rehearsal, and extinction. 

Written behavioral contracts may be particularly effective. These contracts have a 
number of common elements that make them useful. In these documents the drinking 
behavior goal is made explicit. Furthermore, specific behaviors that each spouse can 
incorporate to help achieve this goal are detailed. The contract provides alternative 
behaviors to negative interactions about drinking, too. “Finally, the agreement decreases 
the nonalcoholic spouse’s anxiety and need to control the alcoholic and his or her drink- 
ing” (O'Farrell, 1996, p. 106). 
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ADLERIAN THERAPY The Adlerian approach to working with substance-related abusers 
in families is premised on the idea that members of such families are discouraged. Treat- 
ment is designed to increase the social interest of family members, particularly those who 
may be most affected by the abuse (Odom, Snow, & Kern, 1999; Sweeney, 2009). The 
problem of substance-related abuse is reframed from one that is disease focused to one 
that is socially focused. 

One way to increase social interest and consequently the health and functioning of 
the family is to work with the parents and children in multiple ways. A major avenue of 
intervention from this perspective is to get parents involved in a group that helps increase 
their self-esteem as well as their skills. Systematic Training for Effective Parenting 
(STEP) can help parents increase their understanding of family relations, as well as 
improve their communications with their children (Dinkmeyer & McKay, 1989). A child 
who may have been parentified because of the dysfunctioning of the family system may 
also be used and can serve as a cofacilitator in family therapy. The child can role-play 
situations in the STEP program and otherwise educate or reeducate parents about what 
works in family relations (Odom et al., 1999). 


MULTIFAMILY THERAPY Another way of working with families who have individuals 
who are substance-related abusers is through multifamily therapy. The idea behind 
multifamily therapy is to treat several families at the same time (Laqueur, 1976). Such 
treatment not only is cost-effective, but it also is reported to have a high success rate. In 
these settings, according to Carl Whitaker, a person may experience his or her dynamics 
in other families, “whereas the same dynamics could be overwhelming to address in the 
context of one’s own family” (Boylin, Doucette, & Jean, 1997, p. 400). 

Among the prime beneficiaries of multifamily therapy are women, who often feel 
more pressure to leave treatment before they are ready because of family obligations. “By 
attending multifamily therapy, the family gives the client permission to stay in treatment 
and demonstrates that its members are managing at home without the client” (Boylin et 
al., 1997, p. 45). 


Family Reflection: Of the theories just covered, which one would you be most comfortable with 
if you were working with a substance abuse family? Why? 


USE OF COMMUNITY RESOURCES AND PREVENTION Outside community resources are 
often essential in helping a substance-related abuse family help itself. These resources 
can be informative as well as supportive of the family as it wrestles with overcoming 
substance-related abuse. Family members, especially those who may be religiously 
inclined, can participate in AA, Narcotics Anonymous (NA), and Al-Anon, which comple- 
ment almost any therapeutic approach (Berenson, 1992; Morgan, 1998). By participating 
in such groups, family members gain insight into themselves and how their behaviors 
affect family functioning. They learn from others who have similar experiences and back- 
grounds how they are coping with substance-related abuse and what works for them. 
Prevention from substance-related abuse is a critical element in treatment as well. 
Prevention is dependent both on keeping a person or family from engaging in the habit- 
ual activity of taking substances and on making other activities with reliable positive out- 
comes (e.g., art, athletics, hobbies, or meaningful work) available and central to their 
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lives (Bry, 1994). At its best, prevention involves the substance-related abuse couple or 
family in community activities. In such an environment, the family becomes more consist- 
ent in its effort and sustains it better. Present policies in the United States do not encour- 
age prevention at such a level, and, for this reason, more individualized and piecemeal 
programs prevail. In regard to teen alcohol abuse, forms of prevention that are recom- 
mended include the following: 


e Giving young people accurate information about alcohol use in an objective way. 


Presenting information through a “teen-respected” source. 

Helping young people say yes to life, not just no to drugs. 

Using parent networking. 

Setting strict rules about their drinking. 

Exerting continued pressure to “take back the communities” (Daw, 1995, p. 19). 


While some of these preventive efforts involve networking and the setting up of 


structure, such as making rules, they are not usually tied to specific organizations. Until or 
unless more community resources are made available to help “people from outside the 
family to support parents’ efforts to reduce their adolescents’ substance abuse,” it is 
doubtful that the preventive efforts underway for primary prevention in this arena will 
have more than scattered success (Bry, 1994, p. 21). 


Secondary and tertiary prevention for substance-related abusers and their family 


members may be more successful. Recovery and prevention programs such as 12-step 
programs are aimed at keeping substance-related abusers free from the resumption of the 
habits that harmed their family lives. In addition, family programs such as Al-Anon assist 
family members in both understanding the dynamics involved in substance-related abuse 
and finding ways of not enabling the abuser to resume his or her past destructive behav- 
ior. Other self-help groups, such as Rational Recovery or Women for Sobriety, can also 
provide assistance in offering support for substance-related abusers and their families 
(Lawson, 1994). 


CASE ILLUSTRATION 


Stu and Cindy Hamilton grew up as free spirits in different parts of the country. They 
found themselves together at a nudist camp and decided they would cohabitate and “live 
off the land.” They did, and in due time a child, Stu Too, was born. Stu Too grew, and in 
his early teens got into drugs, which he conveniently found around the Hamilton home. 
Because he was still a minor, he and his family were court ordered to go to family ther- 
apy to deal with his problem. They went and were content to let Stu Too be the identified 
patient and family scapegoat. However, the family therapist realized that the whole family 
had a substance abuse problem. He therefore started using a Bowen family therapy 
approach to assist the family. 


What aspects of the Bowen family therapy approach would you recommend the 


therapist concentrate on first? What would be your choice for a therapeutic approach if 
you were not doing Bowen work? How difficult do you think it would be for a family like 
this to get “clean.” What then? 
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DOMESTIC VIOLENCE AND FAMILIES 


Domestic violence refers to “aggression that takes place in intimate relationships, usu- 
ally between adults” (Kemp, 1998, p. 225). It is “the willful intimidation, assault, battery, 
sexual assault, and/or other abusive behavior perpetrated on one intimate partner on 
another” (Cobia, Robinson, & Edwards, 2008, p. 248) in an attempt by one to “control the 
thoughts, beliefs, or behaviors of . . . [the other] partner or to punish the partner for resist- 
ing one’s control” (Peterman & Dixon, 2003, p. 41). The topic is referred to in a number 
of ways, including “spousal abuse,” “partner abuse,” and “marital violence.” In any event, 
it “is one therapeutic issue MFTs commonly encounter when working with individuals, 
couples, and families” (Blasko, Winek, & Bieschke, 2007, p. 258). It is higher in some 
populations, such as among veterans with posttraumatic stress disorder (PTSD), than in 
the general population (Sherman, Sautter, Jackson, Lyons, & Han, 2006). 

As previously indicated, domestic violence can take many forms, including physical, 
sexual, psychological, and economic (see Figure 14.1) (Schacht, Dimidjian, George, & 
Berns, 2009). It is not confined to any socioeconomic class, family structure, sexual orien- 
tation, or race/culture (Lawson, 2003; Peterman & Dixon, 2003; Weitzman, 2000). While 
there are a number of common forms of domestic violence, such as grabbing, slapping, 
pushing, and throwing things at one another (O’Leary & Murphy, 1999), the worst form is 
referred to as battering—‘“violence which includes severe physical assault or risk of seri- 
ous injury” (Kemp, 1998, p. 225). 

Increasing attention is being given to domestic violence in the United States, Canada, 
Australia, and the United Kingdom because of its prevalence. For example, in the United 
States “approximately one-third of all married couples experience physical aggression” 
(Crespi & Howe, 2000, p. 6). Furthermore, it is estimated that one half to two thirds of 
couples seeking marital therapy have had some incident of aggression in the last year 
(Schacht et al., 2009). Although some men are the victims of abuse and violence by their 
mates, the large majority of those assaulted each year are women (Lawson, 2003). In the 
United Kingdom, intimate partner violence (IPV) “is reported to occur in one in four 
households and, in Canada, one half of the women over 16 years report at least one inci- 
dent of IPV” (Cobia et al., 2008, p. 249). 

Those who batter come in “all shapes, sizes, classes, races, and sexual orientation” 
(Almeida, 2000, p. 23). There are a number of typologies of intimate partner violence, but 
six have been empirically verified (Carlson & Jones, 2010). One of the more interesting 
typologies has been formulated by John Gottman and his colleagues, including Neil 
Jacobson, at the University of Washington. They identified two types of batterers by 
assessing the relationship of violent behaviors and physiological makers, such as heart 
rate, during marital conflict. The first type of batterers they described as pit bulls. Their 
heart rate increases as they become more verbally aggressive with their partners. The 
second type of batterer they labeled as cobras, whose heart rates decreased as they 
become more verbally aggressive and who engage in antisocial and violent behavior with 
just about everyone. These batterers are very belligerent, provocative, angry, and danger- 
ous Jacobson & Gottman, 1998; Jencius & Duba, 2003). 

Regardless of the type of batterer, about 13% of all murders involve husbands killing 
their wives, and at least 1.3 million wives are severely beaten by their husbands each year 
Cobia et al., 2008; Gottman et al., 1995). Even premarital rates of physical violence are 
high—about 36% (McLaughlin, Leonard, & Senchak, 1992). “Not surprisingly, there is a 
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FIGURE 14.1 Representation of Schechter and Ganley’s definition of domestic violence. 


Adapted from S. Schechter and A. L. Ganley, “Understanding domestic violence,” in Domestic Violence: 
A National Curriculum for Family Preservation Practitioners, San Francisco: Family Violence Prevention 
Fund, 1995. © 1995 Family Violence Prevention Fund. 


well-documented association between alcohol intoxication and battering, that is, intoxica- 
tion accompanies violence.” Research indicates “a 60% to 70% rate of alcohol abuse 
among men who batter” (Wycoff & Cameron, 2000, p. 53). In addition, in a temporal 
study of alcohol consumption and violence, Fals-Stewart (2003) found that severe aggres- 
sion was 19 times higher when a male partner in a heterosexual relationship had become 
intoxicated. Other factors that raise the risk of domestic violence are a multigenerational 
pattern of abuse and a family constellation that reflects a victim-victimization spectrum 
(Miller, Veltkamp, Lane, Bilyeu, & Elzie, 2002). 

In many respects the relationships that develop between partners in domestic vio- 
lence situations mimic “those of hostage and captor, with the victim losing her sense of 
autonomy as the perpetrator asserts increasing degrees of physical, psychological, and 
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sexual control” (Cobia et al., 2008, p. 250). One of the best and most dramatic enactments 
of what it is like to be the victim of domestic violence can be found in the film The Burn- 
ing Bed, with Farah Fawcett playing the role of the battered wife. 


Assessment of Domestic Violence 


Several barriers impede the assessment of the degree of domestic violence that couples 
and family’s experience. These barriers include those that are legal, such as court orders 
that mandate separation of family members from one another, and those that are psycho- 
logical, such as the stigma that surrounds abuse of this nature. 

In assessing domestic violence, one of the first things to realize is that “determining 
the level and prevalence of violence within the family is extremely difficult” yet important 
and essential (Rotter & Houston, 1999, p. 59). There are basically two levels of violence: 


Common couple violence (CCV), which is low-level violence initiated by either 
women or men that is infrequent and noninjurious. 


Severe abusive violence (SAV) or intimate partner violence, known as battering 
or “patriarchal/intimate terrorism,” is often physically injurious, meant to intimidate, 
and largely perpetuated by men against women. (Simpson, Doss, Wheeler, & Chris- 
tensen, 2007; Todahl, Linville, Chou, & Maher-Cosenza, 2008) 


Without assessing what type of violence is occurring, therapists will not know how best 
to work with couples and families. Unfortunately, many clinicians underestimate the extent of 
abuse in a couple or family relationship. Furthermore, many have “high anxiety and low con- 
fidence in their ability to effectively intervene with IPV” (Todahl et al., 2008, p. 41). 

Families in which there is considerable violence will go to almost any length to keep 
this secret hidden. There is a tendency in these families to minimize the amount of violence 
and its impact on the family and relationships. However, assessing the level of violence in 
such situations may be done in a number of ways. One place to start is to determine the 
power imbalance within the family. This assessment helps individuals make the transition 
from violent to nonviolent behavior and assists them in learning what each is. Pence and 
Paymar (1993) created two wheels to illustrate the difference: a “power and control wheel” 
(Figure 14.2), aimed particularly at men, and an “equality wheel” (Figure 14.3), aimed at 
promoting positive behaviors, such as mutuality, respect, and egalitarianism. 

Assessment when conducted in an open manner usually results in obtaining the 
most information. In an open assessment, blame is not a primary emphasis and the 
therapist emphasizes that the expression of violence in the family hurts the entire family 
rather than just one person (Almeida, 2000). Therefore, the focus of the assessment cent- 
ers on dynamics within the family associated with family relationships, such as emotional 
expression, handling of money, sexuality, and social connections. It is the interconnec- 
tion of these aspects of interpersonal life that signals whether there is a harmful power 
imbalance in the family and therefore gives clues as to what can or should be changed 
and to what degree. Research has found that “detection rates are increased when women 
are questioned directly, specifically, and alone” (Schacht et al., 2009, p. 48). 


Approaches for Treating Domestic Violence 


Once an assessment of domestic violence is made, various treatment options are availa- 
ble, including those that are individually, group, educationally, and family systems 
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FIGURE 14.2 Power and control wheel. 


From E. Pence and M. Paymar, Education Groups for Men Who Batter: The Duluth Model. New York: 
Springer; 1993. © 1993 Springer Publishing Company, Inc. Reproduced with permission of Springer 
Publishing Company, Inc., in the formats Textbook and Other Book via Copyright Clearance Center. 


focused. No one approach to treatment addresses all dimensions of partner violence— 
both developmental and stratified approaches may be used (Lawson, 2003). 

In family therapy “two positions have typified popular ideas about responsibility 
and domestic violence: (1) both parties are equally responsible for the violence; and 
(2) the perpetuator is unilaterally responsible” (Bograd, 1999, p. 284). The position that a 
family therapist takes in regard to responsibility influences the type of treatment option 
that he or she chooses. 

If the therapist assumes that both parties have equal responsibility in spousal abuse 
and domestic violence cases, then traditional conjoint or couples therapy may be used in 
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FIGURE 14.3 Equality wheel. 


From E. Pence and M. Paymar, Education Groups for Men Who Batter: The Duluth Model. New York: 
Springer; 1993. © 1993 Springer Publishing Company, Inc. Reproduced with permission of Springer 
Publishing Company, Inc., in the formats Textbook and Other Book via Copyright Clearance Center. 


some cases. This is a controversial approach (Schacht et al., 2009). It is usually done with 
“carefully screened couples and appears to be at least as effective as gender-specific treat- 
ment approaches” (Stith, Rosen, & McCollum, 2003, p. 418). However, couples therapy 
“should not be undertaken if there is a history of two or more acts of severe physical 
violence within a 12-month period, or when it is used to establish control, intimidate, 
punish, demoralize, exploit, or instill fear” (George, 2007). 

On the other hand, if the perpetuator is seen as having unilateral responsibility, 
then an intimate justice theory may be employed, based on an ethics of accountability on 
the part of the abuser and employed at an individual and couple level (Jory & Anderson, 
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2000; Rotter & Houston, 1999). In the intimate justice approach, it is up to the abuser to 
recognize that abuse and accountability are related and thereby make needed changes. In 
this approach, gender-specific treatment is used often in the form of groups (Stith et al., 
2003). The benefits and limitations of both approaches are discussed here. 


CONJOINT OR COUPLES THERAPY Conjoint therapy involves seeing the couple together. 
“A primary concern about the wisdom of couples therapy is the woman’s safety” (Bograd & 
Mederos, 1999, p. 293). This concern requires an assessment of safety issues, including “fre- 
quency and severity of violence, presence of weapons, alcohol or other substance abuse, 
jealousy, possessiveness, or obsession with partner” (Schacht et al., 2009, p. 48). According 
to Bograd and Mederos (1999), three conditions must be satisfied to ensure safety: 


° The man’s participation must be voluntary. 

e “Special agreements about confidentiality must be established”; that is, material on 
domestic violence will not be disclosed by the woman or the therapist until the 
woman is ready. 

e “An optimal therapeutic stance must be achieved” (Bograd & Mederos, 1999, p. 294); 
that is, the therapist must be able to “create a context of self-protection” (Bograd & 
Mederos, 1999, p. 296) because working with domestic violence is often emotion- 
ally disturbing, dehumanizing, and intimidating. 


In such circumstances couple therapy may work if the following criteria are met: 


e There has been only a history of minor and infrequent psychological violence or 
abuse. 

e There are no risk factors for lethality, such as prior use or threat of weapons. 

° The man admits to and takes responsibility for abusive behavior and also demon- 
strates an ongoing commitment to contain his explosive feelings without blaming 
others or acting them out (Bograd & Mederos, 1999). 


In this approach, the couple talks about their wishes, as well as the current dynam- 
ics in their relationship. Through such communication, agreement can be reached on 
new or altered ways of behaving and relating (Stith et al., 2003). For couples who have a 
history of mild-to-moderate partner violence and freely choose to stay together, this 
approach can be safe and productive (Stith, Rosen, McCollum, & Thomsen, 2004). 


Family Reflection: Domestic violence and abuse tend to escalate, not diminish, over time. Sup- 
pose you tried to work in a conjoint way with a couple for whom abuse was prevalent and, 
instead of stopping, the abuse and violence increased. What would you do then? Why? 


INTIMATE JUSTICE Intimate justice theory “includes the ethical context of abuse and vio- 
lence in intimate relationships” (Rotter & Houston, 1999, p. 60). “Intimate justice theory 
encompasses three ethical dimensions and nine ethical concepts” Jory & Anderson, 1999, 
p. 350). This theory “encourages therapists to confront, challenge, explore, and educate 
clients about abuse of power in emotional systems” Jory & Anderson, 1999, p. 350). 
Intimate justice theory is akin to solution-based approaches and confronts disem- 
powerment and abuses of power in a partnership while challenging internalized beliefs 
about how one should treat one’s partner Jory, Anderson, & Greer, 1997). The approach 
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also explores experiences with empowerment, disempowerment, and abuses of power in 
one’s family of origin. It has been found to be effective as a treatment for abuse in cou- 
ples who voluntarily enter therapy Jory & Anderson, 2000). Through knowledge and 
insight, both behavioral attitudes and behaviors in couples may be modified. 


EDUCATIONAL TREATMENT Educationally, programs based on intimate justice theory 
and cognitive behavior theory have also been employed with domestic violence families. 
One such approach is the Duluth model, which is a cognitive-behavioral model of treat- 
ment (Pence & Paymar, 1993). The premise of this model is that people learn violent 
behaviors because they are reinforced for them in cultural and social circles. People can 
therefore unlearn these behaviors and learn new ones through cognitive-behavioral 
means, such as education. 

Almeida (2000) argued that social and educational programs that are based on 
cognitive-behavioral principles are effective in producing rehabilitation in perpetrators if 
they are long-lasting. The term “long-lasting,” according to Almeida, means a time span of 
at least 1 year. Participants must be held accountable for their actions, too. 


CHILD ABUSE AND NEGLECT IN FAMILIES 


With the lifestyle changes that have occurred in the forms and behaviors of American 
families in recent years, concern has increased over the welfare and well-being of chil- 
dren (Lindsey, 2004). Children face a number of problems in families. Among them are 
“delinquency and crime (including an alarming juvenile homicide rate), drug and alcohol 
abuse, suicide, depression, eating disorders, and the growing number of children in pov- 
erty” (Popenoe, 1993, p. A48). 

Child abuse (which involves acts of commission) and child neglect (which 
involves acts of omission) are major concerns in American family life. “In 2010, child pro- 
tective service (CPS) received more than 3.3 million reports for alleged maltreatment of 
nearly 6 million children” (Juhnke, Henderson, & Juhnke, 2013, p. 57). Each year more 
than 1 million children are victims of child abuse (Skowron & Platt, 2005; U.S. Depart- 
ment of Health and Human Services, 2004). Included in this category of abuse are physi- 
cal, sexual, and psychological abuse, as well as neglect and abandonment. It should be 
stressed that abuse is seldom of one type, and families who engage in abuse are usually 
chaotic in nature and have relationship deficits (Mullen, Martin, Anderson, Romans, & 
Herbison, 1995). 

The effects of child abuse, especially emotional and psychological abuse, include 
aggression, delinquency, and suicide, as well as cognitive, academic, and psychological 
impairment, in children (McWey, 2004). Such treatment may also have a powerful influ- 
ence on adult behavior that is lifelong (Elam & Kleist, 1999). Adults who were abused as 
children are less satisfied with their lives and prone to suffer from a number of disorders, 
including those that are behavioral, cognitive, and affective, such as depression and low 
self-esteem (May, 2005). However, there is not a causal relationship between abuse and 
adult symptomatology (Mullen et al., 1995). 

Child physical abuse resides on a continuum from physical contact that is mild to 
that which is severe (Kemp, 1998). Severe physical child abuse is manifested in every- 
thing from skin injuries and physical traumas—such as broken bones, soft-tissue swelling, 
and bleeding—to death. In addition to physical marks, psychological consequences from 
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physical abuse range from fearfulness of others to posttraumatic stress responses. Many 
children who are physically abused become distrustful of others, delinquent, and severely 
depressed. A number of these children have difficulty forming close, lasting relationships 
with peers, let alone adults. In addition, physical child abuse can lead to serious cognitive 
problems, including cognitive impairment, poor school performance, and, later, sub- 
stance abuse (Skowron & Platt, 2005). 

Besides physical abuse, one of the most insidious forms of child abuse is child- 
hood sexual abuse (CSA). This type of abuse includes unwanted touching (i.e., fon- 
dling), making sexual remarks, voyeurism, intercourse, oral sex, and pornography (Cobia, 
Sobansky, & Ingram, 2004; Elam & Kleist, 1999). “It is generally believed that sexual 
abuse of all children is significantly underreported, with sexual abuse of boys being 
reported least” (Tomes, 1996, p. 55). In sexual abuse situations, “most abuse of boys is 
done by perpetrators outside the family; girls’ abuse is predominantly intrafamilial” 
(Hutchins, 1995a, p. 21). Almost 1 in 3 girls is sexually abused by age 18 years (Crespi & 
Howe, 2000), and 12% to 18% of boys are sexually abused during childhood or adoles- 
cence (Cobia et al., 2004; Tomes, 1996). Regardless of the exact numbers, there is a sig- 
nificant association between CSA and many debilitating disorders, such as anxiety, 
depression, self-mutilation, substance abuse, posttraumatic stress, suicidality, academic 
problems, and sexual problems (Neuman, Houskamp, Pollock, & Briere, 1996). 

Child abuse of either a physical or a sexual nature has become prominent news 
because of notorious cases, such as in religious settings, as well as from lesser-known 
court trials (Shapiro, 1993). Such abuse is traumatic and has long-term psychological, 
physiological, and interpersonal consequences (Cobia et al., 2004). The longest-range 
type of abuse is psychological abuse or emotional neglect. It is both more constant in 
nature and more damaging throughout life (Elam & Kleist, 1999). 

The Child Welfare Information Gateway (https://www.childwelfare.gov) provides 
updates and background on abuse and neglect problems. Child abuse and neglect are 
pervasive problems, and family therapists must obtain the relevant clinical skills if they 
are to confront them effectively. One such skill is investigating a parent’s sense of compe- 
tence, since child sexual abuse has been found to be significantly associated with a 
decrease in this factor (Pazdera, McWey, Mullis, & Carbonell, 2013). 


Family Reflection: Child abuse and neglect seem to show up in every generation. Thinking at a 
systemic level, what do you think could be some of the interactive factors that keep this tragedy 
going? What would be your hypothesis about the environments in which child abusers grew up 
or to which they have been exposed over the years? 


Approaches for Treating Child Abuse and Neglect 


Treatment of child abuse and neglect is complicated because it involves legal, develop- 
mental, and psychological issues (Wilcoxon, Remley, & Gladding, 2013; Pistorello & 
Follette, 1998). All states require mental health workers and other professional helpers 
to report child abuse and neglect. “Failure to report child abuse usually constitutes 
unprofessional conduct that can lead to disciplinary action by a regulation board, pos- 
sible conviction of a crime, and a civil lawsuit for damages” (Leslie, 2004b, p. 48). 
Before treatment can begin in most cases, legal issues must be resolved. Developmental 
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and psychological matters must be dealt with as well. For example, when child sexual 
abuse occurs early in a person’s life, the child may blame herself or himself for the 
abuse, just as children of divorce often first find themselves at fault before they come to 
realize they have been victimized. In addition, child sexual abuse is often not treated 
until adulthood, when other complications, such as couple intimacy, overlay the origi- 
nal problems. 

Family therapists must deal with a plethora of current and historical issues in work- 
ing with child abuse. Anger and feelings of betrayal on the part of the abuser must often 
be dealt with before working with the family as a whole in correcting the problem and 
preventing it from happening again. Because of legal issues involved, the abuser in the 
family may be separated from the family, which makes the job of working with the family 
even more difficult and challenging. 

Nevertheless, when family therapists encounter child abuse cases of any type, they 
“should not attempt to take the focus off the abuser, as this approach serves only to lead 
family members and community service agencies to believe that the therapist is excusing 
the violent acts” (Fenell & Weinhold, 1996, p. 5). Rather, they should concentrate on 
(1) assisting the abuser in learning how to delay acting impulsively and (2) helping the 
abuser and the abused family members to recognize and select alternatives other than 
violence. Motivation for achieving these goals is greatest immediately following abusive 
behavior, when the family is in crisis and the abuser is usually feeling bad about what 
has happened. 

In working with adult survivors of abuse, clinicians must be able to treat not only 
issues these individuals have from childhood, but also “the specific adult behaviors that 
may be associated with the history” (Elam & Kleist, 1999, p. 159). In this double empha- 
sis, clinicians need to understand the context in which the abuse occurred—for instance, 
in a family that had other relationship deficits. They also need to realize that children are 
rarely abused in only one way. The process of treatment in these cases can vary from 
Bowen-based family-of-origin work, which explores the dynamics associated with the 
abuse, to behavioral interventions, which help the client and his or her family modify or 
change behaviors triggered by memories of the abuse. 

Children who have been abused physically or sexually likewise do not have just 
one treatment modality that works best in helping them resolve the traumas of their expe- 
riences and make adequate and necessary adjustments (Hyde, Bentovim, & Monck, 1995; 
Oates & Bross, 1995). Rather, a variety of treatments have been used with members of 
this population, with follow-up studies on these treatments, for the most part, having not 
taken place or been inconclusive (Greenwalt, Sklare, & Portes, 1998). The safety of chil- 
dren living in potentially violent environments should not be taken for granted regardless 
of the treatment used, and a safety plan for the potential victim of abuse should be drawn 
up during the early stages of therapy. This plan should include a help hotline or local 
police number, as well as identified safe internal and external locations in case of vio- 
lence (Kress, Adamson, Paylo, DeMarco, & Bradley, 2012). 

Knowledge is scarce on what treatment works best with survivors of child abuse. 
It does appear that children and their mothers who attend groups with peers in addi- 
tion to family/network meetings alone benefit in regard to increased self-esteem and 
outcome (Hyde et al., 1995). Group work may be an added component that helps chil- 
dren and parents face and talk through problems and possibilities they do not do when 
in a family context. 
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CASE ILLUSTRATION 


Sanjeev, a 12-year-old, and his parents have come to you for advice and counsel as the father 
is worried about the boy’s mental health. Recently, Sanjeev has started to suffer from severe 
tremors. His grades have fallen and he cannot seem to concentrate on his schoolwork. 

In your first meeting with the family you find out that Sanjeev is a middle child, with 
an elder sister and a younger brother. The mother is the primary caretaker of the children 
as the father is away from home for long hours due to work. However, the mother is 
extremely controlling and is very harsh with the children. The eldest child has to bear the 
brunt of her bad temper and is often hit. The mother also threatens the younger children 
with similar consequences if they dare to disobey her. Sanjeev, though never physically 
hurt, is very scared of his mother as he often witnesses her violent attacks on his elder 
sister. What do you suggest can be done to address Sanjeev’s problems? What treatment 


would you advice? Why? 


Summary and Conclusion 


This chapter has dealt with three types of abuse: 
substance-related abuse, domestic violence, and child 
abuse. Unfortunately, all three types of abuse are 
found in a number of American families. These dys- 
functional behaviors manifest themselves in many 
ways, such as abuse of alcohol, narcotics, battering, 
inappropriate usurping of power, neglect, and betrayal 
of trust and responsibility. They are all “tragic and 
inexcusable and every effort must be made by couples 
and family therapists to intervene with the family to 
stop the abuse and help the family become more sup- 
portive” (Elam & Kleist, 1999, p. 159). 

To treat any of these maladies, family therapists 
must first assess what is occurring and then find treat- 
ment strategies that have proven effective. Working 
with just the abuser or the betrayer is usually futile 
because these behaviors are a systemic problem. Both 
their origins and solutions are found within a family 
and societal context. 

In the treatment of substance-related disorders, 
family therapists have two choices. First, they can 
work with the family to confront the problem that is 
being experienced with substance-related abuse or 
dependence. Second, they can work with the family 
once the abuser is “dry” and more motivated. In some 
cases, the therapist will work with the family in both 
ways. Therapists must realize that those with substance- 
related disorders have power within a family. If they as 
clinicians are to help the family, they will have to 


engage the person with the substance-related disorder, 
as well as the family in treatment. 

Once the substance-related problem family 
enters therapy, a number of approaches can be used 
to help them. Theoretical methods of helping include 
structural-strategic, Bowen, behavioral, Adlerian, and 
multifamily approaches. An emphasis on the use of 
community resources for both the prevention and 
treatment of substance-related disordered families is 
also necessary. 

Families involved in domestic violence and child 
abuse/neglect provide equally difficult challenges for 
family therapists. In these cases, families may use a 
number of defense mechanisms, such as denial, in 
order to minimize or excuse their behaviors. Compli- 
cating both situations from the standpoint of treatment 
is the fact that legal and psychological barriers must be 
addressed and worked through often before any thera- 
peutic action can be taken. 

In domestic violence, power issues have to be 
confronted and modified. In child abuse and neglect, 
power issues also arise, as well as those connected 
with trust. Family therapists can help families in these 
circumstances by assisting them in learning alterna- 
tives to the actions they are taking. Changing the 
dynamics that underlie such behaviors may involve a 
gamut of treatment strategies, from those that explore 
the family of origin to those that are behaviorally 
based. 
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Summary Table 


SUBSTANCE-RELATED DISORDERS 
AND FAMILIES 


Substance-related disorders are “related to the tak- 
ing of a drug of abuse (including alcohol), to the 
side effects of medication, and to toxin exposure” 
(American Psychiatric Association, 2013, p. 481). 
Many families are affected by substance-related 
disorders that involve taking a drug of abuse. 
They are a family systems problem. 


Alcohol problems are generally classified as 
either alcohol abuse or alcohol dependency. 


Manifestation of Substance-Related Disorders 


Families and individuals manifest substance- 
related disorders in a number of ways, such as 
shielding of family members from consequences, 
denial, expression of negative feelings, assump- 
tion of roles, deterioration, use of scapegoating, 
misuse of resources, confusion about self-worth, 
and expenditure of time/energy resolving past 
issues. 


Engaging Substance-Related Disorder 
Families in Treatment 


Use of CSOs, such as parents and siblings, and 
widening the focus of therapy are helpful. 


Engaging the family in the therapeutic process 
involves having the therapist contact the least 
engaged as well as the most engaged member(s) 
of the family. 


Approaches for Treating Substance-Related 
Disorder Families After Engagement 


Treatment for substance-related disorder fami- 
lies must address issues such as relapse, the 
environment, and intrapersonal (i.e., emotions) 
and interpersonal (i.e., social) relations. 


Prominent ways of working with substance- 
related disorder families include a number of 
proven approaches. Among these are structural- 
strategic family therapy, Bowen family therapy, 
behavioral family therapy, Adlerian family ther- 
apy, and multifamily therapy. 


Community resources, such as AA and Al- 
Anon, and prevention activities also are a part 
of treatment. 


DOMESTIC VIOLENCE AND FAMILIES 


Violence against spouses, primarily women, 
takes many forms: physical, sexual, psychologi- 
cal, and economic. 


Violence in families stems from a power imbal- 
ance. 


Assessment of Domestic Violence 


Assessment of domestic violence is complicated 
by legal and psychological barriers. 

There are basically two levels of violence in 
families: (1) common couple violence and 
(2) SPV or IPV. 


Assessment of domestic violence is best done in 
an open manner in which emphasis is on how 
the family is hurt rather than who is to blame. 


Approaches for Treating Domestic Violence 


Family therapists primarily use conjoint family 
therapy, intimate justice theory, and educa- 
tional methods such as cognitive-behavioral 
theory in working with families involved in 
domestic violence. 


CHILD ABUSE AND NEGLECT IN FAMILIES 


Each year more than 1 million children are vic- 
tims of child abuse. 


Included in child abuse are physical, sexual, and 
psychological abuse, as well as neglect and 
abandonment. 

Emotional/psychological abuse is the most long- 
lasting and damaging. 


Approaches for Treating Child Abuse 
and Neglect 


Treatment of child abuse is complicated because 
it involves legal, developmental, and psycholog- 
ical issues. 


All states require reporting of child abuse and 
neglect cases. 


Treatment of child abuse and neglect may focus 
on historical and on current issues. Bowen and 
behavioral family treatments are used, as well as 
peer groups of children and parents. 


CHAPTER 15 


Family Therapy: 
Research and 
Assessment 


As a child of five he played in leaves 
his father raked on autumn days, 
safe in the knowledge that the yard was home 
and that dinner would be served at sunset. 
Now middle-aged he examines fences, 
where from within his own children frolic 
in the deep shadowed light of dusk, 
Aware that strong boundaries help create bonds 
that extend time and memory beyond the present. 


Gladding, 1992d 


CHAPTER OVERVIEW 
From reading this chapter, you will learn about 
m The different types of research methods available to practitioners of family therapy. 


m The place of assessment in family therapy. 
m Research findings in family therapy. 


As you read, consider 
m The importance and application of research in family therapy. 


m The difference between assessment and research. 
m Difficulties in doing research on families and on the results of family therapy. 


association with it. “Both clinicians and academics” rate research as “highly impor- 
tant” (Brock, Whiting, Matern, & Fife, 2009, p. 249). From the time the term family 
therapy was first used in the 1950s until now, there has been a focus on assessment and 
healing among mental health professionals working with families (Baldwin & Huggins, 


Re and assessment are vitally interlinked with family therapy and have a long 
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1998; Shields, Wynne, McDaniel, & Gawinski, 1994). Indeed, “the assessment of individu- 
als and their family relationships has been and is an evolving part of the marriage and 
family counseling literature” (Sporakowski, 1995, p. 60). 

Most of the pioneers in family therapy employed research-based procedures to 
evaluate and work with families. They were in effect “researcher-clinicians” (Sprenkle & 
Moon, 1996, p. 3). Although some of their research was soft by today’s standards, initially, 
research came first and therapy was a secondary activity. Many early studies of therapeu- 
tic changes in families conducted by groups such as those led by Bateson, Wynne, and 
Minuchin excelled in family therapy research and assessment (Wynne, 1983). Historically, 
in the world of family therapy, there has been “a synergistic interplay among research, 
theory, and practice” (Sprenkle & Piercy, 1984, p. 226). 

It is unfortunate, but after the genesis of family therapy and even today, many prac- 
titioners have drifted away from research and assessment. The reasons are multiple but 
include misconceptions about research, accessibility to professional journals, and a lack 
of knowledge on how to read research and assessment studies (Williams, Patterson, & 
Miller, 2006). In addition, there is tension among the ethical, moral, and legal considera- 
tions connected with investigating family therapy, as well as complications involved in 
the process (Margolin et al., 2005; McCollum & Stith, 2002). During the 1960s, therapists 
and researchers became two distinct groups, a fact lamented by Jay Haley (1978), and a 
problem that is still prevalent. 

Despite this schism, interest in both the practice of family therapy and the conduct- 
ing of research continues. Starting in the 1990s, research in family therapy became so 
prevalent that it was hard to keep up with it (Liddle, 1992). Family therapy researchers 
started using a number of different methods, such as “surveys, personal interviews, obser- 
vational studies, and content analysis of historical documents” (Bird & Sporakowski, 1992, 
p. x). The 1990s also “marked a dramatic increase in the incidence of empirical articles 
published using qualitative methodology” (Faulkner, Klock, & Gale, 2002, p. 73). Growth 
in the volume of family therapy research and its more sophisticated procedures added to 
the power and credibility of family therapy. 

In the 21st century, family therapy has become even more refined in its research and 
focus on real-life context. The quantity and quality of research are improving dramatically 
(Sprenkle, 2002, 2003, 2012). The researcher John Gottman has become well known for 
his “love lab,” which looks at real-time interactions between couples. For example, the 
Gottman research group found in studying the longitudinal course of marriages through 
social psychophysiological observations of marital interactions that they can predict with 
81% accuracy which marriages will last at least 5 years (Carrere, Buchlman, Gottman, 
Coan, & Ruckstruhl, 2000). More emphasis also is now placed on connecting process and 
outcome in family therapy research (Baldwin & Huggins, 1998) and translating research 
findings into practical ways of working with dysfunctional families (Hawley & Gonzalez, 
2005; Liddle, 1992). Entire issues of journals, such as the January 2002 and January 2012 
issues of the Journal of Marital and Family Therapy, are being devoted to research as well. 

The assessment of families is becoming stronger too. Assessment focuses on 
dimensions of particular families and usually includes the administration of formal or 
informal tests or evaluation instrument(s) along with behavioral observations. Assessment 
is dependent on having a theoretical model of how families function and the ways in 
which their functioning may become faulty. Sometimes this type of information is easily 
obtained, but often it is not. The field of family assessment is less developed and more 
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complex than that of individual evaluation (Drummond & Jones, 2010; Snyder, Cavell, 
Heffer, & Mangrum, 1995). 

Ways of conducting assessment are covered in this chapter, and some of the most 
common assessment instruments are described. The most prominent features of family 
research are considered first. 


Family Reflection: A popular book by Malcolm Gladwell (2007) entitled Blink: The Power of 
Thinking without Thinking is about quickly assessing one’s environment. When have you quick- 
ly assessed a person or a family you were introduced to? How accurate was that assessment? Do 
you think you can make quick and accurate assessments with families you are called to work 
with clinically? Why or why not? 


IMPORTANCE OF RESEARCH IN FAMILY THERAPY 


Research is important in family therapy for many reasons, but five of the most important 
involve knowledge, confirmation, accountability, practicality, and uniqueness. 

First, research adds to knowledge. When clinicians are informed about a phenom- 
enon, they better understand the evidence and dynamics behind it and become more 
competent in their practice (Williams et al., 2006). 

Second, research involves confirming and verifying (Williams et al., 2006). It often 
confirms what clinically makes sense, such as establishing rapport with couples and 
families. Yet, without concrete verification of a procedure, therapists may actually do 
harm while trying to do good. 

A third quality of research is accountability. Research studies provide family thera- 
pists with the means to prove they are not “witch doctors, snake oil peddlers, or overa- 
chieving do-gooders” (Hubble, 1993, p. 14). Research results are a necessary element in 
the increasing respectability of family therapy, especially that accorded by outside groups, 
such as governmental agencies and consumers. 

At the level of practicality, research has payoffs as well. Although research studies some- 
times do not yield immediate useful results, well-designed studies have applicability in the 
long run. Therefore, it is critical that practitioners in family therapy support research efforts 
and challenge researchers to find answers (Young, 2005). It is also vital that practitioners, as 
well as statisticians, become familiar with family therapy research methods and outcomes. 

Finally, in regard to uniqueness, it is through research that the field of family ther- 
apy establishes its common bond and point of departure with other mental health coun- 
seling approaches. By gaining knowledge about treatment methods and approaches, the 
profession of family therapy establishes itself as a type of entity that can make claims for 
its theories, practices, and clinicians (Schwartz & Breunlin, 1983). Thus, research is a vital 
link in the claim that family therapy should and does stand on its own as a type of spe- 
cialized treatment (Sprenkle & Piercy, 2006). 


RESEARCH FINDINGS IN FAMILY THERAPY 


Most research studies are published in journals in which scholars and practitioners can 
examine them for both process and outcomes (Hawley & Gonzalez, 2005). Research on the 
effectiveness of family therapy is no exception. Refereed periodicals such as the Journal of 
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Marital and Family Therapy, Family Process, Contemporary Family Therapy, The Family 
Journal: Counseling and Therapy with Couples and Families, Journal of Family Psychology, 
and the American Journal of Family Therapy are some of the most common outlets for 
research studies. 


Overall findings from research on family therapy indicate in general that most indi- 


viduals and families improve when they receive couple and family therapy of any kind, 
especially when compared with a control group left on its own to resolve problems. 
Comprehensive reviews of family therapy research yield the following results: 


“Marriage and family interventions, both therapy and enrichment, are more effective 

than no treatment.” Those effects tend to be maintained at follow-up (Shadish & 

Baldwin, 2003, p. 561). 

Improvement rates in marriage and family therapy are similar to, and often better 

than, improvement rates in individual therapy. 

Deterioration rates in marriage and family therapy are similar to deterioration rates 

in individual therapy. 

Deterioration can take place because the therapist: 

e Has poor interpersonal skills. 

e Moves too quickly into sensitive topic areas and does not handle the situation 
well. 

e Allows family conflict to become exacerbated without moderating therapeutic 
intervention 

e does not provide adequate structure in the early stages of therapy. 

e Does not support family members (Fenell, 2011). 

Family therapy is as effective as individual counseling for some personal problems, 

such as depression (although severe psychological disorders may need additional 

interventions; for example, schizophrenia is best treated through family psychoedu- 

cation and medication) (Goldstein & Miklowitz, 1995; Hernandez & Doherty, 2005; 

Pruitt, 2007). 

Family psychoeducation programs, which offer a treatment plan for the consumer 

and are usually diagnosis specific (e.g., schizophrenia, bipolar disorder) decrease 

relapse and rehospitalization rates among patients whose families receive such serv- 

ices (McFarlane, Dixon, Lukens, & Lucksted, 2003). 

Different kinds of marriage and family interventions tend to produce similar results 

(Shadish & Baldwin, 2003; Sprenkle, Davis, & Lebow, 2014). 

Brief therapy of 20 sessions or less is as effective as open-ended or long-term 

therapy. 

Participation of fathers in family therapy is much more likely to bring about positive 

results than family therapy without them. 

Use of cotherapists and cotherapy has not been shown to be any more successful 

than sessions conducted by one therapist. 

Persons who receive “individual, marital, or family therapy” all reduce “their 

health care use after therapy,” with the “largest reductions coming from those par- 

ticipants” who have “some form of conjoint therapy” (Law, Crane, & Berge, 2003, 

p. 353). This phenomenon of people reducing this health care after therapy is 

known as the offset effect. 
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e Just as in other types of therapy, therapists with good relationship skills are more 
successful than those with poor skills in fostering change and producing positive 
outcomes. 

“Marriage therapy tends to have better outcomes than family therapy, but this seems 
to occur because family therapists often deal with more difficult problems (e.g., 
schizophrenia)” (Shadish & Baldwin, 2003, p. 561). 

e Psychosomatic disorders, substance abuse, and juvenile anorexia nervosa can be 
treated successfully with a modified version of structural family therapy (Fishman, 
2006; Minuchin, Rosman, & Baker, 1978; Stanton & Todd, 1981; Stanton, Todd, & 
Associates, 1982). 

The type of family, its background, and its interactional style do not relate to the 
success or failure of family therapy (Gurman & Kniskern, 1981a). 

The practice of marriage and family therapy is moving toward evidence-based treat- 
ments (similar to medicine and public health) (Shadish & Baldwin, 2003; Sprenkle, 
2012). 


Some of the most promising research in the area of family therapy has been con- 
ducted by Jose Szapocznik and his associates at the Center for Family Studies at the Uni- 
versity of Miami School of Medicine (Distelberg, 2008; Letich, 1993; Muir, Schwartz, & 
Szapocznik, 2004; Szapocznik, Schwartz, Muir, & Brown, 2012; Williams, 2005). This clin- 
ically based research has concentrated on Hispanic/Latino American and African American 
families since the early 1970s. While specific to these families, there are also some general 
implications. Among the contributions made by Szapocznik are the following: 


° The development of brief strategic family therapy (BSFT), “a short term 
(approximately 12 sessions) family treatment model developed for youth with 
behavioral problems such as drug use, sexual risk behaviors, and delinquent 
behaviors” (Szapocznik et al, 2012, p. 134) 

° The formulation of structural ecosystems therapy (SET) as “an ecological extension 
of BSFT, to address the need for extrafamilial as well as within-family intervention” with 
Hispanic and African-American adolescents (Muir et al., 2004, p. 295) 

e The development of the Strategic Family Systems Rating (SFSR), a research 
tool that objectively measures and evaluates family functioning on six dimensions: 
structure, resonance, developmental stage, identified patienthood, flexibility, and 
conflict resolution (Szapocznik et al., 2012) 

e The creation of one-person family therapy (OPFT), in which strategic family 
therapy is offered to any person who comes to therapy in order to help that person 
make changes in the family system (Szapocznik, Kurtines, Perez-Vidal, Hervis, & 
Foote, 1990) 

e A comparison of outcome in boys and their families of the efficacy of individual, 
psychodynamic, child therapy versus family therapy (a landmark study in supporting 
the family therapy concept of complementarity; i.e., if one person gets better without 
changing the family structure, the rest of the family gets worse) (Szapocznik et al., 1989) 

e The formulation of SET for HIV-seropositive African American women, which iden- 
tifies needs and concerns in these inner-city women’s lives and seeks to provide 
them with the presence of “at least one supportive, involved, and concerned family 
member” (Muir et al., 2004, p. 297) 
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Szapocznik’s research demonstrates a commitment to rigor and control, with an 
orientation toward practical use. This work also represents the best of clinical research 
and the move in family therapy for major research to be conducted by teams in medical 
settings (Sprenkle et al., 2014). Szapocznik and his colleagues have targeted interven- 
tions for ethnic minority families and in the process distinguished the culture of a given 
group from the culture of the inner city or the culture of poverty. This work often serves 
as a model for the integration of research and theory within the field of family therapy 
(Distelberg, 2008). 


Family Reflection: There is a multitude of research on family therapy in a variety of situations 
and with multiple populations. Why do you think the results from the studies just described have 
been so positive? What areas do you think still need to be researched? 


TWO TYPES OF FAMILY THERAPY RESEARCH 


There are two types of family therapy research: qualitative and quantitative. Qualitative 
research is still in its infancy but is being used more and more (Hawley & Gonzalez, 
2005). It is rooted in the traditions of anthropology and sociology (Moon, Dillon, & 
Sprenkle, 1990). “Qualitative researchers can capture and share their findings in a variety 
of ways” (Piercy & Benson, 2005, p. 109). For example, qualitative research can use aes- 
thetic means such as drama, art, music, or poetry, as well as other means, such as graphs 
and charts. There is even qualitative software, such as ATLASti (http://www.atlasti.de), 
which allows “researchers to organize and analyze not only text documents, but also 
hyperlinks to audio, visual, and internet data, pictures, news clips, websites, and video- 
tapes of interactions” (Piercy & Benson, 2005, p. 109). 

Present interest in qualitative methodology “appears to be part of a larger postmod- 
ern turn in the human sciences. Postmodernism represents a general loss of faith in 
ultimate truth, a ‘knowable’ reality, certainty, and determinancy” (Kleist & Gompertz, 
1997, p. 137). According to Moon et al. (1990), most qualitative research is characterized 
by the following: 


e Open-ended, discovery-oriented questions that are holistic. 

° Small samples carefully chosen to “fit research goals (criterion-based selection)” 
or “help elaborate developing theory (theoretical selection)” (Moon et al., 1990, 
p. 309). 

° Participant-observer researchers who are subjectively explicit. 

e Visual or verbal data reporting rather than numerical data reporting. 

e Data analysis occurring simultaneously with data collection. 

e “Analytic induction and constant comparison” (Moon et al., 1990, p. 369) by 

researchers who try to discern patterns in analyzing results of time- and labor-intensive 

investigations. 

Results that “take the form of theoretical assertions, discovered theory, or categori- 

cal systems (taxonomies)” (Moon et al., 1990, p. 369). 

Reports that are well written, often as books, but with no standardized form. 

Reliability and validity based on journalistic reflections, thick descriptions of data, 

audits, comparison analysis, and “participant critiques of research reports” (Moon 


et al., 1990, p. 369). 
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Qualitative research, at its best, is found in extended interviews and autobiographies. 
A good example of a qualitative research study is an interview study of 10 couples with 
children in which both partners worked outside the home (Hochschild, 1989). In this 
research, written up as a book, couples were asked who did what work around the 
house, as well as for information about their backgrounds. The researchers detected pat- 
terns and then made comments about them. The advantages of qualitative research over 
quantitative research include a more integrated and holistic view of client-families and 
greater interaction between researcher-clinicians and client-families (Sussman & Gilgun, 
1997). Qualitative research also increases the flexibility of therapists to meet the needs of 
families (Hays, 2013). 

A particular type of qualitative research that affects family therapy is participatory 
evaluation research (Piercy & Thomas, 1998). Participatory evaluation research has 
various forms, but it differs from “other qualitative methods in the degree of participants’ 
involvement” (p. 166). Instead of asking clients for information, a participatory researcher 
“might actually train clients as individual or focus group interviewers and involve them as 
co-researchers in data analysis interpretation and write-up” (p. 167). Overall, participatory 
research engages and empowers participants much more in the research process and is 
more democratic than other types of research. 

Quantitative research grew out of the scientific traditions of physics, chemistry, 
and biology and is how most research is reported. Quantitative research is characterized 
by an emphasis on closed-ended questions, such as, “Does a certain variable, such as 
working outside the home, have an impact on a family’s happiness?” To answer this type 
of question, quantitative research utilizes large sample sizes to gather information. Objec- 
tive researchers then focus on gathering data in a precise form, frequently using standard- 
ized instruments. Usually, the data from such studies are reported in a statistical format, 
such as averages of specific test scores. After the data are collected, they are analyzed, 
and deductive conclusions are made based on the data analysis. The results tend to 
“prove” or “disprove” theories and assertions that formed the basis for the research in the 
first place. A final report is then written in a standard and prosaic form. It describes what 
was done and how it was done. The report highlights characteristics of the population 
used; the reliability and validity of the instruments employed; and the process, conclu- 
sions, and recommendations for further research (Gay, Mills, & Airasian, 2012). 

Quantitative research is one reason why family therapy is seen as a science as well 
as an art. By using quantitative methods, researchers are careful to define what they are 
doing and to record their results in a precise and scholarly manner. When they present 
their findings, quantitative researchers are likely to be able to focus on interventions that 
made a difference overall in their treatment. One example of an empirical study is the 
investigation of systemic and nonsystemic diagnostic processes by McGuirk, Friedlander, 
and Blocher (1987) in which they found that “systemic clinicians, in contrast with ... 
nonsystemic ones, identified as relevant a greater number of different subsystems, more 
triads, and fewer monads” (p. 69). 

Whether family therapy researchers choose qualitative or quantitative research 
methods, they must deal with situations that are usually quite complicated. Most family 
therapy is premised on a systemic perspective that emphasizes circular causality (i.e., A 
and B affect each other) rather than linear thinking that stresses cause and effect (e.g., A 
caused B). Thus, the emphasis in treatment and research is on the interaction of family 
members with each other (West, 1988). Difficulties stemming from this model present 
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themselves in many forms. Questions related to one’s choices of research design, sam- 
pling, instrumentation, and procedures are critical. Theoretical and statistical choices are 
also important in regard to researching the process and outcome of family therapy. 


Family Reflection: Qualitative and quantitative research are both valid ways of gathering data. 
Which would you prefer to read? Do you think your preference has anything to do with your 
preference for art versus science or words versus numbers? 


DIFFICULTIES IN FAMILY THERAPY RESEARCH 


Many difficulties are associated with rigorously researching the effectiveness of family 
therapy. These include, but are not limited to, the complexity of relationships within 
families. In the study of family relationships, one question is, “What within the family is 
the focus of attention?” For example, family therapy research can concentrate on the iden- 
tified patient (IP), the marriage, the total family system, cross-generational relationships, 
and so forth (Gurman & Kniskern, 1981a). The problems connected with studying fami- 
lies are further complicated by environmental factors. Are families studied within their 
environments or in a laboratory setting? 

Furthermore, the time commitment needed to study the effects of family therapy is 
great, and the number of personnel who must be devoted to gathering and analyzing 
data is difficult and expensive to sustain over time. Many of John Gottman’s longitudinal 
studies have lasted 10 or 15 years and have been both time-consuming and costly 
(Jencius & Duba, 2003). 

A third difficulty is getting families to participate in research projects. For instance, 
African American families in general may be reticent to participate in research because 
of mistrust associated with the infamy of some past research, such as the Tuskegee 
Study of Untreated Syphilis in Black Males, or present circumstances, such as lack of 
child care, transportation, or hectic schedules (Hurt, 2009). These barriers can be over- 
come through community engagement, such as being transparent in what is to be stud- 
ied or getting the endorsement of key stakeholders or faith-based organization, but the 
process takes time. 

Finally, there is the matter of ethical and regulatory standards. “Family therapists are 
expected to engage in ethical and responsible research, while maintaining rigorous ethi- 
cal standards and adhering to federal regulations that require protection for research 
participants” (Cain, Harkness, Smith, & Markowski, 2003, p. 47). That task is huge. It can 
be handled by adhering to professional ethical standards and federal and state regulations 
governing human research, for example, the National Research Act (Public Law 94-348). 
In addition, the principles stated in the Belmont Report (National Commission for the Pro- 
tection of Human Subjects of Biomedical and Behavioral Research, 1979) should be fol- 
lowed. These principles state that in basic human research there should be respect for 
persons (i.e., their autonomy and dignity), beneficence (i.e., minimize harm and risks, 
maximize benefits), and justice G.e., select participants equitably). 

Assuming that the questions of focus, environment, and ethical regulatory consid- 
erations can be handled properly, it becomes important to focus attention on another 
pertinent aspect of research—its design. 
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Design 


The way in which research is designed ultimately affects the results (Gay et al., 2012). 
Poorly designed studies yield worthless results; well-designed studies produce reports 
worth reading. In considering the design of a research study, investigators must make 
sure the design fits the families to be studied and that it is efficient (Greenstein & Davis, 
2013; Miller, 1986). 

The five categories of research design are exploratory, descriptive, developmental, 
experimental, and correlational. In exploratory research, a qualitative approach is 
often taken because issues are still being defined. Therefore, many exploratory research 
designs consist of interviews between researchers and families. In descriptive research, 
the design is set up to describe specific variables—for example, subpopulations within 
the United States. 

Developmental research designs focus on studying changes over time. The most 
characteristic design of this type is a longitudinal study, although some cross-sectional 
studies are developmental in nature, too. A study focusing on the effects on families in 
which a member has AIDS is an example of a longitudinal study. Experimental research 
designs are those that adhere to classic “hard science” methodologies, such as a using a 
hypothesis and dependent/independent variables. In an experimental research design, at 
least one variable is manipulated. 

In correlational research designs, the degree of association or relatedness between 
two variables is calculated. This type of research is usually ex post facto (after the fact) 
rather than a priori (before the fact). With correlation research, unlike experimental 
research, it is difficult to state in any precise way what factors were most influential and 
with whom. A correlation study might be one that examined the number of divorces in 
marriages of children of divorce. 


Sampling 


Because it is virtually impossible to study all families within a community, the sample that 
one chooses becomes extremely important. When conducted properly, a randomly cho- 
sen sample of families is representative of an entire group of families. “There is no substi- 
tute for randomly assigning families to treatment conditions. Without random assignment, 
group differences are uninterpretable; the study is not worth conducting” (Jacobson, 
1985, p. 154). 

In a random assignment sampling procedure, every family has an equal chance 
of being selected. Families are chosen by the luck of the draw. For instance, each family 
is assigned a number, and then numbers are blindly pulled out of a hat to set up a control 
and an experimental group. The results of such studies are generalized to the selected 
population of families as a whole. 

When a sample is not chosen wisely, bias and/or misinformation result. This has 
been the case with a large number of family studies (Gurman, Kniskern, & Pinsof, 1986). 
Several creative ways have been devised to collect samples of families. Two of the most 
frequently used are those based on probability and those based on nonprobability. “Prob- 
ability samples are drawn from a known population in such a way that it is possible to 
calculate the likelihood . . . of each case being included in the sample” (Miller, 1986, p. 70). 
In this method, it is also possible to estimate the margin of error between the sample data 
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and the entire population. Ways of conducting probability sampling include conducting 
the following: 


° A simple random sample, in which each family within a population has an equal 
chance of being selected. 

° A systematic random sample, in which the first family to be studied is selected at 
random, and then every mth family is automatically included. 

° A stratified sample, in which random samples are drawn from different strata or 
groups of a population, such as families headed by women and families headed 
by men. 


Nonprobability samples are the opposite of probability samples. They may be 
used “when representativeness of a whole population is not as important as the informa- 
tion itself or when probability sampling is not feasible” (Nelson, 1996, p. 454). Despite a 
reluctance to use nonprobability samples, they “have an important place in marriage and 
family research” (Miller, 1986, p. 70). This is especially true in studies that “are more 
exploratory and qualitative, hypothesis generating rather than hypothesis testing” (p. 71). 
Nonprobability samples can be collected in the following ways: 


e By convenience, using local families or those known by the researcher. 

° By “snowballing,” that is, asking participating families to refer other families. 

e Purposively, choosing families because they are believed by the researcher to be 
representative of the study population. 


CASE ILLUSTRATION 


For his graduate degree thesis, Mayank conducted a study to find out the percentage of col- 
lege students in his city whose parents had troubled marriages. He picked a group of 18,000 
students aged between 16 and 20 years from six colleges. He used a basic questionnaire to 
collect data, which he sent to students by email. He then had follow-up conversations with 
respondents to gather further details. 

When Mayank had a sample of almost 600 students, he stopped collecting data, 
prepared his project based on the results of his survey, and submitted his research to his 
professor. A week later, his professor sent back a critique of his work. He was of the 
opinion that Mayank should have considered a broader age group. He also pointed out 
that information on the economic backgrounds of the respondents was not properly 
recorded. 

If you were Mayank, how would you respond to the professor’s concerns? What 
would you say to try to convince the professor about the validity of your research? If you 
believed that the professor was right, what would you do next? 


Instrumentation 


Self-report instruments “provide family members an opportunity to systemically under- 
stand what the other members’ concerns are” and “to self-disclose through paper and 
pencil rather than their usual method, which has failed” (Brock & Barnard, 2008, p. 41). 
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The type of instrument used in a study has an influence on what is reported as outcome. 
A self-report instrument can yield a different result than a behaviorally based observation 
report. Self-reports also have an advantage in family therapy research in that they can be 
distributed to a large number of families at a relatively low cost. Their scoring is also 
objective, and this makes it relatively easy to establish external validity (i.e., generaliza- 
tion) (Copeland & White, 1991). On the other hand, self-reports are questionable in 
regard to construct validity—that is, measuring what they report to measure. 

More open-ended or behaviorally based instruments have an advantage in that they 
focus on specific actions that can be observed in the present. They also allow researchers 
an opportunity to establish a baseline by which future interactions can be measured. This 
type of information is more complete than self-reports. However, it is more complicated 
to obtain. 

Direct observational assessment “is characterized by the use of coders, raters, or 
judges, who usually are not participants in the interpersonal system being studied and 
whose task is to unitize and assign meaning to some aspects of the family therapy proc- 
ess” (Alexander, Newell, Robbins, & Turner, 1995, p. 355). 

The weaknesses of open-ended and behaviorally based instruments include inter- 
rater reliability, that is, the degree to which raters agree on what they observe, and 
other types of bias that may slip into reports (Copeland & White, 1991). Direct observa- 
tion of families can also be very expensive and time-consuming (L’Abate & Bagarozzi, 
1993). One attempt to resolve this problem has been to videotape families and have more 
than one observer evaluate their actions (Lewis, Beavers, Gossett, & Phillips, 1976). 


Procedure 


Procedure involves how families are studied. Methods are numerous and include the use 
of surveys, direct observation, phone calls, e-mails, and the examination of written records. 
Using more than one way of gathering data may be advantageous (Northey, 2005). 

Research procedures and paradigms are not neutral. Instead they reflect the episte- 
mology (worldview, means of gathering knowledge) of the investigator (Colapinto, 
1979). Researchers who are interested in proving the effectiveness of a theory or method 
generally concentrate on outcome research, that is, what is achieved as a result of a 
therapeutic intervention. In this type of research, families are exposed to a task or condi- 
tion, and a measure is made of the impact (i.e., the behavioral reaction) (Beavers, 1985). 
On the other hand, researchers who wish to examine “the ‘how’ and the ‘why’ of effective 
or noneffective therapy” concentrate on doing process research (Diamond & Dickey, 
1993, p. 23). Process research is time-consuming and labor intensive (Liddle, 1992). How- 
ever, the results are often enlightening and clinically meaningful. They can inform practi- 
tioners of what treatments under what conditions and with what types of clients are most 
effective. Furthermore, process research “can assess the systemic and contextual proc- 
esses that characterize family therapy” (Diamond & Dickey, 1993, p. 24). 


Theory 


Theory is an important element in research, and the interrelationship of theory, research, 
and practice is a crucial component in family therapy (Hawley & Geske, 2000). Well- 
designed research is based on questions that have usually arisen from a theory. Investiga- 
tors conduct their inquiries to prove or disprove specific theoretical hypotheses, such as 
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the importance of establishing permeable boundaries in family functioning. In using the- 
ory as a basis for conducting studies, researchers should pick a strong and relatively sim- 
ple, clear theory that is logically connected (Shields, 1986). 

Most family therapy is based on general systems theory. This theory has made spe- 
cific inquiry into how families change (Reiss, 1988). Some theoretical research, such as 
that on addicts and their families by Stanton et al. (1982), has been successful because of 
the careful way it was set up. However, in numerous cases, the questions that have been 
asked and the answers that have been derived have been insignificant or even harmful. 

An example of a group of detrimental inquiries not carefully based on general sys- 
tems theory is found in some research studies on African American families that employ 
“a deficit theoretical underpinning” (Turner, 1993, p. 9). In these studies, the focus is on 
African American childhood aggression, within-race violence, household father absence, 
family disruption, and social/health problems. This type of approach assumes that African 
American families can and should be compared with “ideal families” or families from 
other cultural groups. It “overlooks the political realities that individuals and families are 
affected by race, economic status, and cultural values” (Turner, 1993, p. 9). Furthermore, 
it neglects to investigate the strengths of African American families and their resilience 
when faced with adversity. Research of this nature fails to view whatever family form or 
family group is being studied as embedded in larger social systems and is biased by the 
questions being asked. 


Statistics 


Researchers can be excellent methodologists but weak statisticians. Similarly, statisti- 
cians may not be able to design research studies in a scientific manner. When research 
results are reported in a statistical manner, they need to be clinically relevant and read- 
able to practitioners as well as scientists (Gay et al., 2012). One way to do this is to use 
descriptive statistics as a supplement to other statistical procedures. “By reporting the 
proportion of clients who improve to a clinically significant degree, the data from fam- 
ily therapy outcome research will be much more useful to family therapists than it will 
if researchers limit their reports to group means and statistical significance tests” Jacobson, 
1985, p. 151). 

In general, statistics can show that a family is improved under the following circum- 
stances: 


° “If the posttherapy status places” the family “outside the distribution of dysfunc- 
tional clients (or families) and/or within the limits of a functional distribution of 
clients and 

e if the amount of change during the course of therapy exceeds expectations” (Jacob- 
son, 1988, p. 141) 


Problems in reporting statistics are related to whether the sample on which they 
were based was skewed or normally distributed. 


Family Reflection: When have you known statistics to provide incomplete or inaccurate infor- 
mation? When have you found them helpful and accurate? What do these experiences tell you 
about the nature of statistics and how they are and should be used? 


Chapter 15 ° Family Therapy: Research and Assessment 


Validity/Reliability 


Validity “is the extent to which a measuring instrument measures what it was intended 
to measure” (Miller, 1986, p. 58). There are three main measures of validity (Greenstein & 
Davis, 2013): 


1. Content validity refers to how well a measure taps the full range of dimensions or 
meaning of some underlying construct. At its core, content validity is aimed at actu- 
ally tapping into representative beliefs or behaviors. 

2. Criterion validity relates to how well a measurement predicts or correlates with 
external criteria, especially behaviors. Essentially, criterion validity is the degree to 
which what is measured actually relates to life experience. 

3. Construct validity relates to how well a measure correlates with measures of 
similar construct. Thus it is the degree to which a measured performance matches a 
theoretical expectation. 


Reliability refers to the consistency or dependency of a measure. Another way to 
conceptualize reliability is that it truly measures the differences between families. Perfect 
reliability is expressed as a correlational coefficient of 1.00, which is seldom achieved. 
“Measures can be reliable but not valid, but they cannot be valid unless they are reliable” 
(Miller, 1986, p. 59). 

Family therapy research must have strong degrees of validity and reliability in order 
to be considered substantial. Consumers of research need to focus on the validity and 
reliability of outcomes in studies as they evaluate results. 


THE IMPORTANCE OF ASSESSING FAMILIES 


An assessment procedure is any method used to measure characteristics of people, 
programs, or objects (American Educational Research Association, American Psychologi- 
cal Association, & National Council on Measurement in Education, 1999). As opposed to 
testing, which is usually a task in which people are asked to do their maximum best, 
assessment evaluates typical performances, behaviors, or qualities. It is broader than any 
test measure. As such, assessment is a vital part of family therapy. Through assessment, 
therapists gain information that helps them diagnose and respond systemically and appro- 
priately to the families with whom they are working (Gold, 1997; Thomlison, 2010). For 
example, therapists gain insight into a family’s structure G.e., roles, boundaries); control 
(i.e., power, flexibility); emotions/needs (i.e., affective expression, affective themes); cul- 
ture (i.e., social position, cultural heritage); and development (stage of life) (Fisher, 1976). 
They also uncover what couples and families expect from therapy, how problems are 
manifested and impactful, why problems exist, what treatment might be best, and the 
effectiveness of treatment that is offered (Williams, Edwards, Patterson, & Chamow, 2011). 

In the past and in its current version, the Diagnostic and Statistical Manual of Mental 
Disorders (DSM), which is published by the American Psychiatric Association (2013) and is 
the basis on which mental health disorders are assessed, has given little attention to marital 
and family diagnostic categories. The reason is that the DSM is based on the medical 
model and is individual oriented. Thus, “the marriage and family field has been marginal- 
ized in the diagnosis process” (Hill & Crews, 2005, p. 179) because most of the key con- 
cerns of family therapists have been relationship oriented (Simola, Parker, & Froese, 1999). 
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Rather than attach a disorder label to a relationship, the DSM’s approach has been to use 
other codes to describe these difficulties. These code designations mean that the condition 
described is not attributable to a mental disorder (American Psychiatric Association, 2013) 
and is therefore usually not reimbursable for third-party payments. The three most com- 
monly used relational codes are as follows: 


1. Parent-child relational problems [for interaction problems between parent(s) and 
children]. 

2. Partner relational problems (for problems in interaction between spouses and 
partners). 

3. Sibling relational problems (for impaired patterns of interaction between siblings). 


The fifth edition of the DSM (DSM-5; American Psychiatric Association, 2013) brings 
slightly more focus on relational problems, such as parent-child, sibling, and partner rela- 
tionships and physical and sexual abuse. However, it is still not “user friendly” for clini- 
cians working primarily with families because most code diagnoses in the family area are 
not reimbursed by a third-party payer, such as an insurance company, regardless of seri- 
ousness. Despite this obvious drawback, family therapists need to know the DSM codes 
and assess and diagnose when possible so that an appropriate treatment plan can be 
developed and followed. 

One family systems-oriented approach to diagnosing pathology and health in families 
has been devised by Karl Tomm (1991). It is known as the “HIPS and Slips” approach. 
According to Tomm, families are dynamic and go through wellness and dysfunctional cycles. 
In his approach acronyms signify the functioning of families at particular moments in time: 


PIPS = pathologizing interpersonal patterns (such as failure to speak or communi- 
cate effectively). 


HIPS = healing interpersonal patterns (such as support or understanding). 


TIPS = transforming interpersonal patterns (such as using psychological resources 
or material resources). 


Slips = events that trigger HIPS back to PIPS (such as a person cutting himself off 
from the family physically or psychologically). 


DIPS = deteriorating interpersonal patterns (such as accidentally or intentionally 
avoiding a member of the family). 


WIPS = wellness interpersonal patterns (such as honest and open communication). 


For example, in the case of the marriage of a new couple, a wife might feel verbally 
misunderstood by her husband (Slip) after a pattern of open communication (WIP) had 
been established. The result on her part, if she exhibits sullenness and silence (DIP) fol- 
lowed by avoidance (PIP), would be to see the relationship deteriorate. If the husband 
were to ask her to help him understand her behavior and after her reply to understand and 
seek to rectify the situation (TIPS), a new trusting environment might be created in which 
each member of the couple system would understand the other better CHIP). In such an 
atmosphere, the couple might work even harder on being effective communicators (WIP). 

Another example is a situation in which a parent deviates from her general under- 
standing behavior (WIP) and yells (Slip) at an adolescent for telling the truth about get- 
ting into trouble, resulting in the adolescent hiding facts from his parent the next time 
(DIP) and continuing to do so on future occasions (PIP). If the parent were to apologize 
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FIGURE 15.1 Tomm’s “HIPS and slips” approach. 


From S. T. Gladding, Family Therapy: History, Theory, and Practice, 2nd ed. Upper Saddle River, NJ: 
Prentice-Hall, 1998:51. 


for yelling (TIP), the adolescent might feel psychologically closer to the parent (HIP) and 
reestablish trust and understanding with her (WIP). 

Tomm’s model is useful as a way of understanding how systems such as families 
change with time, events, and circumstances. Expected events and unusual circumstances 
may become more or less stressful, depending on how family members and families as a 
whole react (see Figure 15.1). 

Regardless of the approach, another advantage of assessment is that through such a 
process, families and their members can be helped to understand the dynamics within 
their relationship better, enabling them to clarify goals and gain a sense of perspective 
(Hays, 2013). 

A final reason for the importance of assessment relates to accountability and profes- 
sionalism. Therapy requires documentation of services and the reasons behind the services 
being offered. Family therapy is moving to become more scientific and precise (Sprenkle 
et al., 2014). Family clinicians who wish to improve their skills and serve the public are 
increasingly likely to rely on assessment. Such reliance is a matter of being responsible. 


Dimensions of Assessing Families 


Most assessment with families is based on a systemic approach. This approach requires a 
therapist to utilize 


the transactions between individuals, rather than the characteristics of each given indi- 
vidual, as primary data. Even when ... attention is focused on one person, his/her 
behavior is analyzed in terms of its power to affect and shape the behavior of other 
members of the system. (Sluzko, 1978, p. 366) 


When questions are asked in therapy sessions, they focus on transactions and rela- 
tionships more than demographic data. They might include inquiries such as, “When 
Jason gets angry, Marsha, what do you do?” or “Sabrina, how do you react when the other 
children leave you out of their activities?” 

Fishman (1988) stated that therapists should consider four aspects of assessment: 
“contemporary developmental pressures on the family, history, structure, and process” 
(p. 14). He continued, 


The four-dimensional model should give therapists, like cubist painters, a kaleido- 
scopic view of their subject. It allows therapists to look at a moving system from differ- 
ent perspectives. It also takes into consideration therapists’ positions in the process as 
they move in and out of the system. (p. 14) 
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This emphasis on processes and therapists’ active place in them is what helps define 
family therapy as a therapy of experience. 


METHODS USED IN ASSESSING FAMILIES 


Assessment techniques available to family therapists “are many and varied” (Sporakowski, 
1995, p. 61). Both informal and formal methods are used in the assessment of families. 
Informal assessment methods include observational data related to either natural or 
game-playing situations that may or may not be quantified. Formal assessment methods 
are usually field-tested instruments, some of which are based on a theoretical foundation 
and some of which are not (L’Abate & Bagarozzi, 1993). 


Informal Methods of Assessing Families 


There are a number of ways to informally assess couples and families. For instance, 
Sarnoff and Sarnoff (2005) devised the Couples Creativity Assessment Tasks (C-CAT) to 
provide an “informal assessment of a couple’s ability to create positive experiences in 
their relationship” (p. 83). The tasks in this assessment instrument include a focus on 
early memories, the future, perceptions of creative problem-solving ability, and divergent 
thinking. The assessment, which takes about 45 to 55 minutes to complete, is meant to be 
enjoyable and to bring “more positive, loving, and healthy interactions” into a couple’s 
life together (p. 84). 

One of the best informal methods of assessing a family is through using a family 
assessment form. This type of form provides family therapists of different theoretical ori- 
entations with a means for fine tuning their approach with a particular family. As can be 
seen from examining the family assessment form shown in Figure 15.2, therapists can 
gain a lot of knowledge in a relatively short amount of time. They can then tailor clarifica- 
tion questions and possible interventions accordingly. 

Another way to informally assess families is through direct observation. In contrast 
to individual counseling, family therapy “offers the unique opportunity to observe directly 
the problematic interpersonal exchanges of clients and to contrast these with subjective 
appraisals of these events” (Snyder et al., 1995, pp. 163-164). Even though this process is 
complex because of the number of individuals in some sessions and possible expressions 
of hostility, it is an invaluable tool for picking up information that other instruments can- 
not provide. 


Formal Methods of Assessing Families 


More than 1,000 instruments are available to family therapists to assess families and 
couples (Fredman & Sherman, 1987; Grotevant & Carlson, 1989; Nurse, 1999; Touliatos, 
Perlmutter, & Straus, 2001). They cover areas as diverse as intimacy, power, parenthood, 
and adjustment. 


Family testing addresses the issue of family dynamics, cohesion, and interpersonal rela- 
tions among family members including partners, parents, children, and extended 
family members ... while testing with couples may address personal factors such as 
issues of intimacy, compatibility, shared interests, trust, and spiritual beliefs. (American 
Educational Research Association et al., 1999, p. 125) 
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Type of Family: Nuclear, Blended, and Single-Parent Other ( ) 


Family Name 


Father’s (or Spouse’s) First Name and age (__) 


Occupation 


Mother's (or Spouse's) First Name and age (__) 


Occupation 


Years Married or Years as a Specific Type of Family 


Children (Names, Ages and Gender): 


(age )BG 
(age )BG 
(age )BG 
(age )BG 
(age )BG 


1. Family Life Stages (early marriage, child bearing, child rearing, parents of teenagers, launching, 
middle years, retirement) 

Pertinent Family-of-Origin Information (positive or negative influences) 

External Sources of Stress and Support (relationships outside immediate family: e.g., relatives) 
Family Strengths 

Reason(s) for Seeking Help, Presenting Problem(s), Changes Desired 

Repetitive Nonproductive Behaviors and Attempted Solutions 

Family Structure (enmeshed, chaotic, rigid, flexible; power structure; coalitions, triangles) 
Communication and Interaction Styles (direct, clear, indirect, confused, vague, affective, cogni- 
tive, positive, negative, supportive, aggressive) 

9. Significant Physical Conditions/Operations/Medication 
11. Other Relevant Information (e.g., previous treatment, test results) 
12. Therapeutic Goals 
13. Proposed Therapeutic Interventions 


COR Ot ee) 


Therapist’s Signature Date 


FIGURE 15.2 Family Assessment Form. 


“Instruments can enrich the practitioner’s and the clients’ assessment and treatment 
process when used in combination” (Thomas, 1995, p. 285). Some of the most widely 
used assessment measures in marital and family therapy are the Caring Days Inventory, 
Family of Origin, Locke-Wallace Marital Adjustment Scale, Myers-Briggs Type Inventory, 
Beavers-Timberlawn Family Evaluation Scales, Family Adaptability and Cohesion Scale, 
and McMaster Family Assessment Devise. Most of these instruments are used in practice as 
well as training. Clinicians need to consult reference works and abstracts for specific meas- 
ures pertinent to their situations. It is important to note that with all assessment instru- 
ments, scales used in family therapy must be employed judiciously. These instruments 
should also be scrutinized in regard to the variables being measured, the scales and sub- 
scales being reported, the ease or difficulty of scoring directions and interpretation of test 
results, and the evidence about their validity and reliability (Sprenkle & Piercy, 1984). 

Despite the availability of an increasing number of family therapy measurement 
devices, clinicians are reticent to use them. One reason for this reticence is that using 
assessment instruments removes family therapists from the cutting edge of innovative 
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practice (Shields et al., 1994). In addition, many practitioners lack adequate training in 
family assessment instruments (Thomas & Olson, 1993). Those family therapists who do 
employ measuring devices in their practices most often use individually focused assess- 
ment instruments, such as the Minnesota Multiphasic Personality Inventory-2 (MMPI-2) 
and the Myers-Briggs Type Indicator (Boughner, Bubenzer, Hayes, & West, 1993). 


CASE ILLUSTRATION 


Abdul Haqq Osman wants to study families in his native country of Malaysia. He wonders 
whether formal family instruments developed in the West are really applicable to the 
Malaysian population. He also questions whether it would not be best for him to begin 
with an informal procedure rather than a formal one. After asking some experts in the 
field, he decides on an informal method of direct observations. He writes a grant and is 
able to hire four student assistants, who he trains in standardized observation methods. 
He then recruits college students who have families who are willing to be observed on a 
regular basis. Finally, he sets up regular times and days for observation and has his assist- 
ants follow a rigorous schedule. Assistants will do their observation of the family they are 
assigned for 2 weeks on an every-other-day schedule at 7 A.M., 12 P.M., 5 P.M., and 10 P.M. 
They will then move onto another volunteer family and follow the same procedure until 
they have observed and reported on five families. 

What do you see as the advantages of what Abdul Haqq Osman is doing? What are 
the drawbacks? How representative of Malaysian families do you think the data he col- 


lects will be? How useful do you think these data will be? 


Summary and Conclusion 


Family research and assessment efforts have a long 
history. They began with the genesis of the field and 
have continued to the present. Research is the back- 
bone of family therapy because through it family ther- 
apists can prove that what they do is beneficial, 
unique, and practical. Fortunately, family therapy 
research indicates that treating families is at least equal 
in effectiveness to that of working with individuals. 
Particularly encouraging are findings that show the 
importance of therapists’ relationship skills and the 
critical nature of having certain members of families, 
such as fathers, participate in treatment. From these 
data, clinician-researchers such as Jose Szapocznik 
have advanced the field of family therapy even further 
through innovative research projects. 

In examining family therapy research, keep in 
mind that many difficulties are associated with it 
because of the systemic nature of family therapy. 
Among problematic areas are those that involve 


whether to conduct qualitative or quantitative research. 
The design of the research and the choice of sampling 
procedures and instruments are also important. Equally 
crucial are considerations involving whether proce- 
dures should focus on process or outcome results, the 
statistical methods, if any, to employ, and the theoreti- 
cal base on which to set the study. As the field of fam- 
ily therapy expands, efforts to incorporate research 
methods and findings into training and educational 
programs will increase, accompanied by renewed 
attention to the importance of research to practice 
(Liddle, 1992). 

Like research, assessment is based on systemic 
theory and has been highlighted increasingly in recent 
years. Assessment may take “many forms depending 
on the theory, practice, clients, and personal, profes- 
sional development of the counselor” (Sporakowski, 
1995, p. 63). There are a number of family assessment 
approaches, from those that consider limited data to 
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those that encompass a broad perspective. Informal as 
well as formal methods of assessment are available. 
Formal methods, although well researched, have not 
been as utilized by family therapists as some popular, 
more individualized assessment tools, such as the 
Myers-Briggs Type Indicator and the MMPI-2. There is, 
nevertheless, an abundance of assessment instruments 


Summary Table 


RESEARCH AND ASSESSMENT 
IN FAMILY THERAPY 


Research and assessment have a long associa- 
tion with family therapy that dates back to the 
1950s and pioneers in the field such as Bateson, 
Wynne, and Minuchin. 

During the 1960s, therapists and researchers 
became two distinct groups. 

In the 21st century, research in family therapy is 
growing again and is becoming increasingly 
sophisticated. 

Assessment, which focuses on a family unit 
rather than a group of families, is also growing. 
Good assessment instruments are based on the- 
oretical models. 


IMPORTANCE OF RESEARCH IN FAMILY 
THERAPY 


Research is important in family therapy for many 
reasons: knowledge, confirmation, accountabil- 
ity, practicality, and uniqueness. 


RESEARCH FINDINGS IN FAMILY THERAPY 


Family therapy is as effective as, if not more 
effective than, other psychotherapies. 
Deterioration in family therapy is related to poor 
skills and timing on the therapist’s part. 

Brief family therapy (20 sessions or less) is as 
effective as long-term family therapy. 


Participation by the father in family therapy 
makes it more likely to have a positive out- 
come. 


Less severe family problems are most success- 
fully treated. 


Some family therapies are more suited to certain 
types of problems than others. 


that will most likely grow in use and usefulness in the 
future. 

Research and assessment are a vital part of the 
practice of family therapy. It is essential that clinicians 
keep current with advances and related research. Oth- 
erwise, they will be handicapped in the treatment of 
their client families, and all will suffer as a result. 


The research of Jose Szapocznik is a good exam- 
ple of how research results can have practical 
application. 


TWO TYPES OF FAMILY THERAPY RESEARCH 


Qualitative and quantitative research methods 
are often used in measuring the impact of family 
therapy. 

Qualitative research is characterized by its open- 
ended approach. It uses small samples, with the 
participant/observer/researcher gathering and 
analyzing data simultaneously in a narrative man- 
ner. A form of qualitative research—participatory 
evaluation research—involves participants even 
more in the research process and empowers 
them as well. 


Quantitative research is characterized by its 
closed-ended questions, large sample sizes, 
objective data reporting, and numerical data 
analysis after the data are collected. Its conclu- 
sions are deductive and written in a prosaic 
form with reference to standard measures of 
validity and reliability. It seeks to prove or dis- 
prove a theory or hypothesis. 


Whether one chooses qualitative or quantitative 
research methods, studying families is compli- 
cated, especially if a systems model is followed. 


DIFFICULTIES IN FAMILY THERAPY RESEARCH 


Difficulties in family therapy research are associ- 
ated with the following issues: 


e Where to focus (e.g., on the marriage or 
the identified patient). 

e What environment to use (natural or lab- 
oratory). 

e What research design to use (explora- 
tory, descriptive, developmental, experi- 
mental, or correlational). 
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e Sampling (random or nonprobable). 

e Instrumentation (self-report or behavio- 
ral open-ended). 

e Procedure (outcome or process based). 

e Theory (simple, clear, and systemic or 
not). 

e Statistics (descriptive and clinically rele- 
vant or not). 

e Validity (content, criterion, and con- 
struct). 

e Reliability (i.e., the consistency/depend- 
ability of a measure). 


THE IMPORTANCE OF ASSESSING FAMILIES 


Assessment is the evaluation of families in par- 
ticular cases with specific instruments. It is usu- 
ally clinically relevant in regard to a family in 
treatment. 

Assessment is related to diagnosis and, conse- 
quently, to treatment plans and outcomes. 


Assessment is the basis for accountability with 
third-party providers. 

For therapists, assessing families is necessary for 
survival, as well as a matter of being responsible. 


Dimensions of Assessing Families 


Most assessment is conducted at a systematic 
level. 


Dimensions of assessment are related to the fol- 
lowing: 

e Pressures on the family. 

e Family history. 

e Family structure. 

e Family process. 


Assessment is a continuous process. 


METHODS USED IN ASSESSING FAMILIES 


Both informal and formal methods are used in 
assessment. 


Informal methods include family assessment 
forms and observations. 


Formal methods include more than 1,000 assess- 
ment instruments available to family therapists. 


Models of Family Therapy 


Psychodynamic Family Therapy 


Founders/Theorists 


APPENDIX 


Premise for Treatment 


Therapeutic Techniques 


Nathan Ackerman 
James Framo 
Ivan Boszormenyi-Nagy 


Interlocking pathology 
Difficulty of attachment 
Object relations/splitting 


Unconscious forces primary 
interpretation 


Transference 
Dream analysis 
Confrontation 
Focus on strengths 


Tickle defenses, i.e., get family 
to talk 


Therapist Role 


Process/Outcome 


Comparison to Other 
Approaches/Uniqueness 


Teacher 
Catalyst 
Good enough mother 


Primarily linear 


Bowen Family Therapy 


Founders/Theorists 


Therapeutic Techniques 


Work through unconscious 
restrictions 


Gain insight 
Deal with current realities 


Premise for Treatment 


Focus on unconscious 

Costly in both time and money 

In-depth historical perspective 

Resolution of attachment issues 
to objects, i.e., other signifi- 
cant people 

Lacks traditional empirical 
research 


Murray Bowen 
Michael Kerr 
Ed Friedman 


Nonproductive patterns repeat 
in dysfunctional families 

Enmeshment/undifferentiation 
in family 

Uncontrolled anxiety cause of 
family problems 


Construction of genogram 
Going home again 
Detriangulation of relationships 


Differentiation of self/separation 
of emotions from cognitions 


Asking questions 
Person-to-person conversations 
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Therapist Role 


Process/Outcome 


Comparison to Other 
Approaches/Uniqueness 


Teacher 
Coach 


Experiential Family Therapy 


Founders/Theorists 


Differentiation of family 
members 


More fluid actions in family 
More cognitive understanding 
Less anxiety 


Premise for Treatment 


Stresses intergenerational 
relationships 


Focus on family past and 
repeated patterns 


Difficult to research 
Systemic 
Costly in time and money 


Therapeutic Techniques 


Virginia Satir 

Carl Whitaker 
Augustus Napier 
Bunny and Fred Duhl 
Walter Kempler 


Family problems are rooted in 
the suppression of feelings 


Lack of awareness in family 
Emotional deadness in family 
Overuse of defense mechanism 


Use of personality 


Teaches clear communication 
skills 


Use of sculpting/choreography 
Props/touch 

Reconstruction 

Play/filial therapy 
Drawing/puppet interviews 


Therapist Role 


Process/Outcome 


Comparison to Other 
Approaches/Uniqueness 


Demonstrate caring 
Be spontaneous 
Take risks 

Deal with regression 
Increase family stress 


Teach skills of communicating 
feelings 


New awareness 
Disentanglement 
Family growth 
Integration of feelings 


Behavioral and Cognitive-Behavioral Family Therapies 


Founders/Theorists 


Premise for Treatment 


Treatment focuses on present/ 
short duration 


Focus on individual as well as 
family growth 


Not systemic 
Emphasizes emotions 


Does not focus on future 
concerns 


Therapeutic Techniques 


Richard Stuart 
Gerald Patterson 
Neil Jacobson 
Aaron Beck 
John Gottman 


Maladaptive behavior can be 
modified 


Adaptive behaviors can be 
learned 


Irrational thoughts can be 
modified 


Parenting can be improved 


Sexual dysfunctions can be 
treated successfully 


Modify antecedents or conse- 
quences of behavior/thoughts 


Accelerate positive behavior 
through reinforcement 


Extinguish negative behaviors 

Operant/classical conditioning 

Extinction, shaping, reciprocity 

Time-out, contracting, charting 

Thought-stopping, modeling, 
grounding, self-instruction 
training 
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Therapist Role 


Process/Outcome 


Comparison to Other 
Approaches/Uniqueness 


Coach 

Reinforce 
Collaborate 
Design strategies 


Structural Family Therapy 


Founders/Theorists 


Modification of behaviors and 
cognitions 

Increased skills in specific areas 
such as parenting, sexuality 


Premise for Treatment 


Linear approach except for 
functional family therapy 


Use of learning theory and 
research 


Short-term treatment, rejection 
of medical model 


Disregard for historical data, 
emphasis on action 


Multiple concepts and 
techniques 


Therapeutic Techniques 


Salvador Minuchin 
Braulio Montalvo 
Charles Fishman 
Bernie Rosman 
Harry Aponte 
Duncan Stanton 
Thomas Todd 


Focus on family structure, 
subsystems, and boundaries, 
and the interplay of roles, 
rules, and power in the 
family 


Address dysfunctional sets; 
use of joining, reframing, 
punctuation, unbalancing, 
enactment, boundary 
making, intensity, shaping 
competence, adding 
cognitive constructions, 
pragmatic fictions 


Therapist Role 


Process/Outcome 


Comparison to Other 
Approaches/Uniqueness 


“Map” the family 


Interact with family through 
enactment and spontaneity 


Theater director 
Be active/creative 


Action emphasized over insight 


Use specific techniques to help 
family interact in new ways 


Give homework 
Reorganize family structure 


Versatile, works with low- 
income families 


Clearly defined terminology 
and techniques 


A straightforward approach 


Focus is on symptom removal 
and reorganization 


Pragmatic, problem focused 

Sometimes confused with 
strategic therapy 

Criticized by feminist theory 
for being too hierarchical 
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Strategic Family Therapy 


Founders/Theorists 


Premise for Treatment 


Therapeutic Techniques 


Milton Erickson 

Paul Watzlawick 
John Weakland 
Richard Fisch 

Jay Haley 

Cloé Madanes 

Mara Selvini Palazzoli 
Luigi Boscolo 
Gianfranco Cecchin 
Guiliana Pata 


Family rules, homeostasis, quid 
pro quo, redundancy principle, 
punctuation, symmetrical 
and complementary relation- 
ships, and circular causality 
underlie behavior 

Symptoms serve a purpose 


Circular view of problem 
maintenance (Milan) 


Family treated as a system, 
focus is on resolving present 
problems and bringing about 
change; insight is minimized; 
definable behavioral goals 
are emphasized; reframing, 
directives, ordeals, pretend, 
and positioning are used 

Use of circular questioning, 
hypothesizing, positive 
connotations, invariant and 
variant prescriptions, rituals; 
paradox used often (Milan) 


Therapist Role 


Process/Outcome 


Comparison to Other 
Approaches/Uniqueness 


Design strategies 
Foster cooperation 
Give tasks/homework 
Neutral expert (Milan) 
Stress positives (Milan) 
Give directives (Milan) 


Use circular questioning 
(Milan) 


Solution-Focused Therapy 


Founders/Theorists 


Define problems clearly 

Implement strategy for change 

Emphasize process 

Family symptoms removed 
(Milan) 

Family gives up old ideas (Milan) 


Vicious cycles broken up and 
replace with virtuous ones 
(Milan) 


Premise for Treatment 


Symptoms are seen positively 
Short term (10 sessions or less) 


Tailor-made techniques for 
families 


Innovative treatment/creative 


Historical family patterns are 
ignored 


Therapist is expert—medical 
model 


Wide use of paradox (Milan) 
Use of teams (Milan) 


Can be combined with other 
approaches 


Therapeutic Techniques 


Steve deShazer 

Insoo Kim Berg 

Bill O’Hanlon 

Eve Lipchik 

Alan Gurman 
Michele Weiner-Davis 


Social construction philosophy 

Reality is subjective 

Dysfunctional families are 
“stuck” 

There are exceptions to 

problems 

Families want to change 

Only a small amount of change 
is necessary to make a big 
difference 


Ask hypothetical questions, 
miracle question 


Focus on exceptions 
Scaling, use compliments 
Provide clues 

Use skeleton keys 
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Therapist Role 


Process/Outcome 


Comparison to Other 
Approaches/Uniqueness 


Cocreate a problem with the 
family 

Determine family motivation 

Ask optimistic questions 

Highlight exceptions 

Encourage small changes 


Stress change is inevitable 

Reinforce small but significant 
change 

Families encouraged to seek 
solutions and tap inner 
resources 


Acceptance of family’s situation 
through listening 


Emphasis on clear definition of 
family’s situation 


Raising of awareness of family’s 
resources 


Family therapy is brief 
Focus on the present 
Focus on small changes 


Treatment ends when goals 
are achieved 


Universal solutions are utilized 

Team is sometimes used in 
treatment (deShazer) 

Like strategic therapy, aim is 
helping family to think and 


act differently 


Narrative Family Therapy 


Founders/Theorists 


Premise for Treatment 


Therapeutic Techniques 


Michael White 
David Epston 
Michael Durant 
Gerald Monk 


Based on social constructionist 
theory 

Families function according to 
their stories 

Dysfunctional families need to 
reauthor their lives 

Problems are external and 
should be attacked by family 
as a team 


Externalization of problems 


Examine effect of problem on 
person 


Examine effect of person on 
problem 


Raise dilemmas, predict 
setbacks 


Use questions, write letters 


Encourage celebrations/ 
certificates 
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Therapist Role 


Process/Outcome 


Comparison to Other 
Approaches/Uniqueness 


Emphasize problems are 
oppressive 


Find unique outcomes to 
problems 


Help create new stories 


Deconstruct dominant cultural 
narratives 


Externalize problems 
Reauthor stories 


Families and individuals reauthor 
their lives and find exceptions 
to regular living patterns 

Problems are externalized and 
worked on cooperatively; 
exceptions to problems are 
found 


Letters to families are sent as 
progress notes 

Celebrations are held when 
goals are reached 

Therapy is based on social 
constructionist theory 

Emphasis of theory is on the 
present 


GLOSSARY 


ABC procedure a procedure in Ellis’s theory for dis- 
puting emotions, where A stands for an event, B stands 
for the thought, and C stands for the emotion. 


ABCX model of a crisis in this model, A represents 
the stressor event that happens to a family, B repre- 
sents the resources at the family’s disposal, and C rep- 
resents the meaning or interpretation the family 
attaches to the experience. X is the combined effect of 
these factors (i.e., the crisis itself). This model high- 
lights that the same type of event may be handled dif- 
ferently by different families. 


absurdity statements that are half-truths and even silly 
if followed to a conclusion. Carl Whitaker and symbolic- 
experiential family therapists often work with families by 
using absurdities. 


abuse all forms of maltreatment within a family, such as 
physical, sexual, or emotional. 


acceptance (1) Neil Jacobson’s term for loving your 
partner as a complete person and not focusing on dif- 
ferences. Such a strategy may promote change in cou- 
ples. (2) the therapist’s personal and professional 
comfort with a family. 


accommodation a process of joining in which the ther- 
apist makes personal adjustments to achieve a therapeutic 
alliance with a family. 


acculturation the modification of a culture as a result of 
coming into contact with another culture. In many 
instances, minority cultures incorporate many traditions 
and mores of majority cultures in attempts to fit in. 


acculturation gap different rates of acculturation 
between immigrant parents and U.S.-raised children that 
complicates the normal generation gap. This gap may 
result in greater misunderstanding, miscommunication, 
and eventual conflict among family members than would 
otherwise happen. 


act as if a role-playing strategy in which persons act as 
if they are the persons they want to be ideally. 


adding cognitive constructions the verbal compo- 
nent of structural family therapy, which consists of advice, 
information, pragmatic fictions, and paradox. 


administrative (regulatory) law specialized regula- 
tions that pertain to certain specialty areas established by 
authorized government agencies, for example, laws gov- 
erning the use of federal land. 


affect feelings or emotions. 


age of consent the age at or above which a person is 
considered to have the legal capacity to consent to sexual 
activity. In the United States this age is set by the states 


and is usually between ages 16 and 18 years; in Canada it 
is 16 years. 


aging family a family headed by someone 65 years or 
older. 


alcohol abuse a problem with drinking that interferes 
with work, school, and home life. 


alcohol dependency a disorder in which persons are 
unable to control their drinking of alcohol. 


alcohol use disorders alcohol problems, which 
includes two levels: alcohol abuse and alcohol depend- 
ency, which see. 


alignments the ways in which family members join 
together or oppose one another in carrying out a family 
activity. 


ambiguous losses family losses that are not apparent 
or openly grieved, as when a person is physically absent 
but psychologically present—for example, a soldier miss- 
ing in action—or when someone is physically present 
but psychologically absent—for example, a mother suf- 
fering from Alzheimer’s disease. 


American Association for Marriage and Family 
Therapy (AAMFT) the oldest and largest professional 
family therapy organization in the world, AAMFT is dedi- 
cated to increasing understanding, research, and educa- 
tion in the field of marriage and family therapy and 
ensuring that the public’s needs are met by trained practi- 
tioners (http://www.aamft.org/). 


American Association of Marriage Counselors 
(AAMC) the forerunner of the American Association for 
Marriage and Family Therapy, founded in 1942. 


American Family Therapy Academy (AFTA) a 
nonprofit organization of “leading family therapy teach- 
ers, clinicians, program developers, researchers, and 
social scientists, dedicated to advancing systemic thinking 
and practices for families in their ecological context” 
(http://www.afta.org/). 


amplifying feedback loop a feedback loop that pro- 
motes change. See positive feedback loop. 


Anatomy of intervention model (AIM) a cognitive- 
behavioral strategy by which the therapist learns to play 
many roles and be flexible. It involves five phases: (1) 
introduction, (2) assessment, (3) motivation, (4) behavior 
change, and (5) termination. 


anxiety mental and physical nervousness associated 
with pressure to please and fear of failure. 


asking question a primary tool of Bowen family thera- 
pists, often considered to be the “magic bullet” of this 
approach. 
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assertiveness (1) asking for what one wants in a timely 
and appropriate manner; (2) the act of asking for what 
one wants without being overly aggressive or passive. 


assessment the administration of formal or informal 
tests or evaluation instrument(s) along with behavioral 
observations. 


assessment procedure any method used to measure 
characteristics of people, programs, or objects. 


assigned behaviors a strategic therapy technique in 
which clients are asked to perform certain actions, such 
as staying up when they begin to feel sleepy. 


attachment theory John Bowlby’s theory, which is 
the underlying basis of emotionally focused therapy 
and much of experiential family therapy, especially 
the communication/validation approach of Virginia 
Satir. 


attenuating feedback loop a feedback loop that pro- 
motes a return to equilibrium. See negative feedback 


loop. 


authoritarian style of parenting used by parents who 
have high expectations for their children and very strict 
rules that they expect to be followed unconditionally; 
they expect their orders to be obeyed without explana- 
tion and use punishment when their orders are not 
obeyed. 


authoritative style of parenting used by parents who 
use developmentally appropriate demands and maintain 
control of children when needed and yet are responsive 
and affectionate and communicate effectively with their 
children. 


Avanta Network an association that carries on the 
interdisciplinary work of training therapists in Virginia 
Satir’s methods. 


baseline a recording of the occurrence of targeted 
behaviors before an intervention is made. 


Basic Family Therapy Skills Project a project that 
began in 1987 that focuses on determining, defining, 
and testing the skills essential for beginning family ther- 
apists to master for effective therapy practice. 


battering violence that includes severe physical assault 
or risk of serious injury. 

battle for initiative the struggle to get a family to 
become motivated to make needed changes. 


battle for structure the struggle to establish the 
parameters under which family therapy is conducted. 


behavioral analysis a procedure used in behavioral 
couples therapy to measure couple distress. It is based on 
interviewing, self-reports on questionnaires, and behavio- 
ral observations. 


behavioral couple therapy a behavioral approach to 
working with couples based on an exchange/negotiation 
model and focused on negotiating pleasing behaviors as 
well as teaching problem solving and communication 
skills to partners. 


behavioral family therapy an approach to treating 
families that focuses on dealing with behaviors directly in 
order to produce change. See also cognitive-behavioral 
family therapy. 

behavioral therapy a therapeutic approach that pro- 
poses that all behavior is learned and that people act 
according to how they were previously reinforced. 
Behavior is maintained by its consequences and will con- 
tinue unless more rewarding consequences result from 
new behaviors. 


behaviorism a form of treating individuals in which 
therapists focus on changing observable behaviors 
through such methods as reinforcement, extinction, and 
shaping. 

bibliotherapy the use of books and readings to sup- 
plement the counseling and therapeutic process. 


binuclear family two interrelated family households 
that comprise one family system, such as a remarried 
family. 

blamer according to Virginia Satir, a person who 
attempts to place blame on others and not take responsi- 
bility for what is happening. 


blamer softening A procedure in emotionally focused 
marital counseling by which the therapist helps with- 
drawn and blaming partners become more engaged and 
ask for their attachment needs to be met in a soft way that 
pulls their partner toward them. 


blended families families that consist of two adults and 
stepchildren, adoptive children, or foster children. Some- 
times they are referred to as stepfamilies, reconstituted 
families, recoupled families, merged families, or remarried 
families. 


bonding empathic closeness. 


boomerang children adult children who, after being 
out on their own for a while, return to live with their par- 
ents because of financial problems, unemployment, or an 
inability or reluctance to grow up. 


boundaries the physical and psychological factors that 
separate people from one another and organize them. 


Bowen family therapy a therapeutic approach 
developed by Murray Bowen in which emphasis is placed 
on the fact that the past is active in the present. 


Bowen transmission process the idea that coping 
strategies and patterns of coping with stress tend to be 
passed on from generation to generation. 


brief strategic family therapy (BSFT) a short-term 
(approximately 12 sessions) family treatment model 
developed for youth with behavioral problems such as 
drug use, sexual risk behaviors, and delinquent behaviors. 


brief therapy an approach to working with families 
that has to do more with the clarity about what needs to 
be changed rather than time. A central principle of brief 
therapy is that one evaluates which solutions have been 
attempted and then tries new and different solutions to 


the family’s problem, often the opposite of what was 
already attempted. 


bulimia an eating disorder common among young 
women of normal or nearly normal weight that is charac- 
terized by episodic, uncontrolled binge eating, followed 
by feelings of guilt, depression, and self-condemnation. 


cardboard kids children who appear fine on the sur- 
face but may lack depth or the ability to be authentic with 
themselves or others. 


caring days part of a behavioral marital procedure in 
which one or both marital partners act as if they care 
about their spouse regardless of the other’s action(s). This 
technique embodies the idea of a “positive risk” 
lateral action not dependent on another for success. 


a uni- 


case conceptualization a pre-session exercise in 
which therapists ask themselves certain questions about 
couples or families they are going to see in order to form 
an initial impression of their future clients. This procedure 
helps them integrate theory with practice and come up 
with a treatment plan. 


case law (court decisions) the type of law decided 
by decisions of courts at all levels, from state to federal. 


catalyst the role that a psychodynamic family therapist 
plays by moving into the “living space” of the family and 
stirring up interactions. 


cause-and-effect interactions linear causality; forces 
moving in one direction (the opposite of interconnected- 
ness as envisioned in systems theory). 


centrifugal literally, directed away from a center. It 
describes how people move away from their family (i.e., 
family disengagement). 


centripetal literally, directed toward a center. It 
describes a tendency to move toward family closeness. 


certificates printed documents, often affixed with a 
logo, that are given at the end of narrative therapy to 
bring closure to the process and affirm that a problem has 
been defeated. 


charting a procedure that involves asking clients to 
keep an accurate record of problematic behaviors. The 
idea is to get family members to establish a baseline from 
which interventions can be made and to show clients 
how the changes they are making work. 


check mark diagram in the ABCX model of a crisis, 
the process that a family goes through in adjusting to situ- 
ations, that is, it initially tumbles down like the slope of a 
check mark and then, after reaching bottom, reestablishes 
itself like the upslope of a check mark from anywhere 
below, the same, or above where it was in the beginning. 
See also ABCX model. 


child abuse maltreatment of a child through acts of 
commission. 


child custody evaluator a family therapist who acts 
on behalf of a court to determine what is in the best inter- 
est of a child in a custody arrangement. 
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child neglect maltreatment of a child through acts of 
omission. 


child physical abuse the bodily abuse of a child, 
which may range from mild to severe. 


childhood sexual abuse includes such acts as unwanted 
touching (i.e., fondling) intercourse, voyeurism, making sex- 
ual remarks, oral sex, and pornography perpetrated by 
someone known or related to a child or by a stranger. 


childless family a couple that consciously decides not 
to have a child or remains childless as a result of chance, 
such as infertility. 


choreography a process in which family members are 
asked to symbolically enact a pattern or a sequence in 
their relationship to one another. Choreography is similar 
to mime or a silent movie. 


circular causality the idea that actions are part of a 
causal chain, each influencing and being influenced by 
the other. 


circular questioning a Milan technique of asking 
questions that focus attention on family connections and 
highlight differences among family members. Every 
question is framed so that it addresses differences in 
perception about events or relationships by various fam- 
ily members. 


classical conditioning the oldest form of behavior- 
ism, in which a stimulus that is originally neutral is paired 
up with another event to elicit certain emotions through 
association, 


clear boundaries tules and habits that allow and encour- 
age dialogue and thus help family members to enhance 
their communication and relationships with one another. 


clinical notes the written impressions of a couple or 
family taken down soon after a session is over, including 
progress toward a treatment plan. 


clue an intervention in Steve deShazer’s brief therapy 
approach that mirrors the usual behavior of a family. It is 
intended to alert a family to the idea that some of their 
present behavior will continue. 


coaching a technique by which a therapist helps indi- 
viduals, couples, or families make appropriate responses 
by giving them verbal instructions. 


coalition an alliance between specific family members 
against a third member. See also detouring coalition; sta- 
ble coalition. 


cobras type I male batterers, men whose heart rate 
decelerates during times of physical assault. 


codependency a dynamic within a family in which one 
member underfunctions (such as a substance abuser) 
while another member overfunctions (such as the code- 
pendent family member). 


coexistence the retaining by partners of their separate 
cultures. 


cognitions thoughts. 
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cognitive-behavior theory the idea that the cognitions 
individuals hold shape how they think, feel, and behave. 


cognitive-behavioral couple therapy (CBCT) an 
approach to working with couples that takes into account 
the effect of cognitions (i.e., thoughts) and behaviors on 
modifying couple interactions. 


cognitive-behavioral family therapy an approach 
to working with families that takes into account the effect 
of cognitions (i.e., thoughts) and behaviors on modifying 
family interactions. 


cognitive-behavioral marital therapy an approach 
to working with married couples that focuses on helping 
each partner modify thoughts and behaviors, especially 
rigid ones, so that marital relations are improved. 


cognitive distraction thinking about something other 
than what one normally thinks about. 


cohabitation the living together of a couple without 
being married. 


cohabitation effect the risk factor for lower marital 
quality, more negative communication, less dedication, 
and subsequently greater rates of divorce for couples 
who cohabitate before marriage. 


collaborative divorce an intervention model in which 
the divorcing couple and attorneys agree, by an explicit, 
written contract, to work toward a settlement without 
resorting to litigation. 


commitment ambiguity a situation, usually in gay 
and lesbian couple relationships, in which one partner is 
not sure about his or her place in the affiliation. 


common couple violence low-level violence, such as 
pushing, shoving, or slapping, initiated by either partner 
in a couple relationship, that is infrequent, noninjurious, 
and does not create a fear-based climate. 


common law law derived from tradition and usage. 


common-law marriages sometimes called de facto 
marriages or informal marriages, these are arrangements 
in which couples are considered legally married without 
a ceremony or a license. In order to have a valid com- 
mon law marriage, the couple must live together for a 
significant period of time (not defined in any state), hold 
themselves out as a married couple, and intend to be 
married. Common law marriages receive the same legal 
treatment as other types of marriages, including the 
necessity that the couple go through a divorce to legally 
end the marriage. 


communication skills training a behavioral couple 
therapy approach in which couples learn to use “I state- 
ments,” stick to here-and-now problems rather than dwell 
on the past, describe their spouse’s specific behavior 
rather than apply a label to it, and are taught how to pro- 
vide positive feedback to their significant other. 


communication stance an experiential family therapy 
procedure of Virginia Satir’s in which family members are 
asked to exaggerate the physical positions of their perspec- 
tive roles in order to help them “level.” See also /eveling. 


communications theory an approach to working 
with families that focuses on clarifying verbal and nonver- 
bal transactions among family members. Much communi- 
cation theory work is incorporated in experiential and 
strategic family therapy. 


community reinforcement approach (CRA) 
use of systems and resources in the community to help 
people recover from substance abuse. 


complainants a solution-focused term to describe cli- 
ents who complain about and describe a situation or 
problem. 


complementarity the degree of harmony or reci- 
procity in the meshing of family roles. 


complementary relationship relationship based on 
family member roles or characteristics that are specifically 
different from each other (e.g., dominant vs. submissive, 
logical vs. emotional). If a member fails to fulfill his or her 
role, such as being a decision maker or a nurturer, other 
members of the family are adversely affected. 


compliment a written message used in brief family 
therapy designed to praise a family for its strengths and 
build a “yes set” within it. A compliment consists of a 
positive statement with which all members of a family can 
agree. 


computer or rational analyzer according to Virginia 
Satir, a person who interacts only on a cognitive or intel- 
lectual level. 


concerned significant others (CSOs) spouses, 
relatives, or children of a substance abuser who work 
to engage initially unmotivated problem abusers into 
treatment. 


confidentiality the ethical duty to fulfill a contract or 
promise to clients that the information revealed during 
therapy will be protected from unauthorized disclo- 
sure. 

confirmation of a family member a process tha 
uses a feeling word to reflect an expressed or unex- 
pressed feeling of that family member or a nonjudgmenta 
description of the behavior of the individual. 


conflictual triangles situations in which two individu- 
als, such as a mother and a father, argue over and interac 
with another family member, such as a rebellious son, 
instead of attending to their relationship. 


confrontation a procedure through which the therapis' 
points out to families how their behaviors contradict or 
conflict with their expressed wishes. 


congruent communication see leveling. 


conjoint couple therapy (dual therapy) a form of 
therapy devised by Carl Whitaker. 


conjoint family drawing a procedure in which fami- 
lies are initially given the instruction, “Draw a picture as 
you see yourself as a family.” Each member of the family 
makes such a drawing and then shares through discus- 
sion the perceptions that emerge. 


conjoint therapy therapy with two or more members 
of a family together at the same time, often a married 
couple. 


consolidation and integration of therapeutic 
gains the third stage in emotionally focused therapy, in 
which the therapist reviews the accomplishments of the 
couple by contrasting their initial negative interactional 
cycle with their new, positive interactional cycle. 


construct validity the degree to which an instrument 
measures what it reports to measure. 


constructivism a philosophy that states that reality is a 
reflection of observation and experience, not an objective 
entity. See social constructionism. 


consultants the term given to the deShazer team in 
brief family therapy. Consultants observe a family session 
behind a one-way mirror and transmit messages to the 
therapist at a designated break time in the session. 


consultation the use of a neutral third-party expert in 
an area to enhance one’s knowledge and abilities in that 
area. 


content the details and facts of a situation. 


content validity the degree to which an instrument 
actually taps into representative beliefs or behaviors that 
it is trying to measure. 


contextual therapy an approach developed by Ivan 
Boszormenyi-Nagy that stresses the healing of human rela- 
tionships through trust and commitment, which is done 
primarily by developing loyalty, fairness, and reciprocity. 


contingency contracting a procedure in which a spe- 
cific, usually written, schedule or contract describes the 
terms for trading or exchanging behaviors and reinforcers 
between two or more individuals. One action is contin- 
gent, or dependent, on another. 


contracting creating a formal agreement, often in writ- 
ing, that describes what and when behavioral changes 
will be made. It is used when family interactions have 
reached a level of severe hostility. The contract contains 
built-in rewards for behaving in a certain manner. 


correlational research a design that calculates the 
degree of association or relatedness between two vari- 
ables. This type of research is usually ex post facto 
(after the fact) rather than a priori (before the fact). 
With correlational research it is difficult to state in any 
precise way what factors were most influential and with 
whom. 


couple therapy when a counselor works with two 
individuals to improve their relationship as a dyad. The 
couple may be married or unmarried, gay or straight, and 
have various levels of commitment to each other. 


Couple Communication (CC) Program a marriage 
enrichment program that is divided into entry and 
advanced programs in which couples learn about them- 
selves and their partners better in addition to mastering 
11 interpersonal skills for effective talking, listening, 
resolving conflict, and managing anger. 


courage the ability to take calculated risks without 
knowing the exact consequences. 


court-ordered witness the role a family therapist 
assumes when he or she must appear before a court to 
testify on behalf of or against a family or family member. 


crisis resolution a treatment modality used in crisis 
situations in which the therapist focuses most on support- 
ing defenses and clarifying communication in order to 
help a family. 


criterion validity the degree to which what an instru- 
ment measures actually relates to life experience. 


cross-generational alliance (coalition) an inappro- 
priate family alliance that contains members of two differ- 


ent generations within it—for example, a parent and 
child. 


cultural competency sensitivity to such factors as 
race, gender, ethnicity, socioeconomic status, and sexual 
orientation, as well as the ability to respond appropriately 
in a therapeutic manner to persons whose cultural back- 
ground differs from one’s own. 


culturally encapsulated counselors professional 
therapists who treat everyone the same and, in so doing, 
ignore important differences. 


culture the customary beliefs, social forms, and material 
traits of a racial, religious, or social group; “all of the 
dimensions of diversity, including but not limited to race, 
ethnicity, nationality, class, gender, sexual orientation, reli- 
gion, age, and ability” (Laszloffy & Habekost, 2010, p. 334). 


culture-specific model of multicultural coun- 
seling a model of counseling that emphasizes the val- 
ues, beliefs, and orientation of different ethnic cultural 
groups. 


custodial parent a parent who has primary physical 
custody of a child. 


custody a legal term describing the relationship 
between a parent and a child, including the parents duty 
to care for the child and make decisions regarding the 
welfare of the child. 


customers a solution-focused term for clients who not 
only are able to describe a problem and how they are 
involved in it, but also are willing to work to solve it. 


cutoff a situation in which family members deal with 
fusion and a lack of differentiation by distancing them- 
selves physically or emotionally from others. 


cybernetics a type of systemic interrelatedness gov- 
erned by rules, sequences, and feedback. The term was 
introduced as a concept to family therapy by Gregory 
Bateson. See also new epistemology. 


cybernetics of cybernetics a type of systemic inter- 
relatedness that stresses the effect on a family therapist's 
inclusion and participation in a family system. Also 
known as second-order cybernetics. 


cycle deescalation the first stage in emotionally 
focused therapy, during which time couples are helped to 
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uncover negative or hard feelings that lie beneath their 
defensive expressions of hurt, anger, and withdrawal. 


damping making hurtful comments even when others 
are clearly trying to be positive. 

deconstruction a narrative family therapy procedure 
that uses questions as a therapeutic tool to help clients 
more closely examine taken-for-granted realities and 
practices. 


descriptive research a design set up to describe spe- 
cific variables—for example, subpopulations. 


desensitization a behavioral approach to overcoming 
unnecessary and debilitating anxiety associated with a 
particular event. 


detouring coalition a coalition in which a pair holds a 
third family member responsible for their difficulties or 
conflicts with one another. 


detriangulation the process of being in contact with 
others and yet being emotionally separate. 


development predictable physical, mental, and 
social changes over life that occur in relationship to the 
environment. 


developmental crises times of change in the lifespan, 
often accompanied by turmoil and new opportunity. 


developmental research a design that focuses on 
studying changes over time, such as a longitudinal study. 


developmental stressors stressful events that are pre- 
dictable and sequential, such as aging. 


diagnosing a proactive structural family therapy tech- 
nique in which the systematic interrelationships of all fam- 
ily members are described early in the treatment process. 


Diagnostic and Statistical Manual of Mental 
Disorders (DSM) a manual, now in its fifth edition, 
published by the American Psychiatric Association, that 
codifies psychiatric disorders. 


differentiation of self a level of maturity reached by 
an individual who can separate his or her rational and 
emotional selves. Differentiation is the opposite of fusion. 


diffuse boundaries arrangements that do not allow 
enough separation between family members, resulting in 
some members becoming fused and dependent on other 
members. 


DINK an acronym meaning dual income, no kids. 


direct and indirect suggestions a technique used in 
strategic family therapy that is a part of a usually purposefully 
ambiguous but important message to a client family, such as 
“Go slow” or “You may not want to change too quickly.” 


direct observational assessment a measurement 
characterized by the use of coders, raters, or judges, who 
usually are not participants in the interpersonal system 
being studied and whose task is to unitize and assign 
meaning to some aspects of the process. 


directive an instruction from a family therapist for a 
family to behave differently. A directive is to strategic 


therapy what the interpretation is to psychoanalysis—that 
is, the basic tool of the approach. 


dirty game power struggle between generations sus- 
tained by symptomatic behaviors. 


disengaged the state of being psychologically isolated 
from other family members. 


disputing irrational thoughts a cognitive-behavioral 
strategy in which irrational beliefs about an event are 
challenged. 


distancing the isolated separateness of family members 
from each other, either physically or psychologically. 


distractor according to Virginia Satir, a person who 
relates by saying and doing irrelevant things. 


divorce mediation an attempt to bring about a peace- 
ful settlement or compromise between disputants through 
the objective intervention of a neutral third party. 


divorce therapy a part of marital therapy that seeks to 
help couples separate from each other physically, psy- 
chologically, and/or legally. 


domestic violence aggression that takes place in inti- 
mate relationships, usually between adults. 


double ABCX model a model for dealing with crises 
that builds on the ABCX model but focuses on family 
resolutions over time rather than in regard to a single 
happening. See also ABCX model. 


double-bind the theory that states that two seemingly 
contradictory messages may exist at the same time on dif- 
ferent levels and lead to confusion, if not schizophrenic 
behavior, on the part of an individual who cannot com- 
ment on or escape from the relationship in which this is 
occurring. 


dream and daydream analysis a technique used in 
psychodynamic family therapy to uncover needs and 
wishes within family members. 


dual-career families families in which both marital 
partners are engaged in work that is developmental in 
sequence and to which they have a high commitment. 


dual therapy conjoint couple therapy devised by Carl 
Whitaker. 


Duluth model a cognitive-behavioral model of 
domestic violence treatment premised on the idea that 
people learn violent behaviors because of those behav- 
iors reinforced for them in cultural and social circles. 
They can therefore unlearn these behaviors and learn 
new ones through cognitive-behavioral means, such as 
education. 


durable power of attorney an authorization to act on 
someone else’s behalf in a legal or business matter, some- 
times simply referred to as power of attorney. 


dysfunctional sets the family reactions, developed in 
response to stress, that are repeated without modification 
whenever there is family conflict. For example, one 
spouse might verbally attack the other, bringing charges 


and countercharges, until the fight escalates into physical 
violence or the couple withdraws from each other. 


early recollections an Adlerian concept that focuses 
on childhood memories before the age of 9 years. These 
memories often present patterns and recurring themes 
that relate to a person’s present philosophy of life. 


emancipated minors persons who are usually at least 
16 years old and are considered adults for several pur- 
poses, including the ability to enter into a contract, rent 
an apartment, and consent to medical care. Emancipated 
minors include those who are self-supporting and not 
living at home; married, pregnant, or a parent; in the mili- 
tary; and have been declared emancipated by a court. 


emotional deadness a condition that exists when indi- 
viduals in families either are not aware of or suppress 
their emotions. 


emotional reactivity a Bowen concept used to 
describe a situation in which feelings overwhelm thinking, 
thus drowning out individuation. 


emotionally cut off a Bowen concept used to describe 
a family in which the members avoid each other, either 
physically or psychologically, because of an unresolved 
emotional attachment. 


emotionally focused couples therapy a systemic 
therapeutic approach to working with couples originated 
by Susan Johnson that strives to foster the development 
of more-secure attachment styles in couples by using 
emotions as a positive force for change in relationships. 


emotionally focused therapy see emotionally 
focused couples therapy. 


emotionally overinvolved see fusion. 


empty nest the situation of couples that have launched 
their children and are without child-rearing responsibilities. 


enabler a spouse or other family member on whom a 
substance abuser is most dependent and who allows the 
abuser to continue and become worse. 


enactments the actions of families that show problem- 
atic behavioral sequences to therapists—for example, 
having an argument instead of talking about one. 


engagement the process in which experiential therapists 
become personally involved with their families through the 
sharing of feelings, fantasies, and personal stories. 


enhancers for family therapists these include but 
are not limited to an increased ability to solve one’s fam- 
ily problems, an acceptance of one’s part in contributing 
to family dysfunctions, a deeper appreciation of one’s 
family, and a greater ability and desire to communicate 
effectively. 


enmeshment loss of autonomy due to overinvolve- 
ment of family members with each other, either physic- 
ally or psychologically. 

ENRICH an inventory developed by David Olson for 
married couples that identifies strengths and growth 
opportunities. 
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environmental influences the physical aspects of a 
family’s life. 
epistemology the study of how knowledge is acquired. 


ESCAPE an acronym that stands for four major invest- 
ments that therapists must make: (1) engagement with 
families and process, (2) sensitivity to culture, (3) aware- 
ness of a family’s potentials, and (4) knowledge of the 
environment. 


ethics the moral principles from which individuals and 
social groups, such as families, determine rules for right 
conduct. Families and society are governed by relation- 
ship ethics. 


exceptions a term used in solution-focused family ther- 
apy for “negative” or “positive” space (or time when 
achievement of a family goal may be happening). 


exceptions questions queries in narrative or solution- 
focused therapy directed toward finding instances when a 
situation reported to be a problem is not true. Most 
exceptions questions begin with “what” and challenge the 
family’s view of the world, as well as offer them hope that 
their lives can be different because some change has 
already taken place. 


expected event a predictable event, such as getting 
married. 


experiential symbolic family therapy the name of 
the approach (sometimes also known as symbolic experi- 
ential therapy) given to Carl Whitaker’s theory of working 
with families. 


experimental research a design that adheres to classic 
“hard science” methodologies, such as those using a hypoth- 
esis and dependent/independent variables. In an experi- 
mental research design, at least one variable is manipulated. 


expert witness the role assumed by a family therapist 
who is asked to give testimony in regard to the probable 
causes of certain negative behaviors and to make recom- 
mendations in regard to a family member (e.g., an uncon- 
trollable juvenile) displaying these behaviors. 


exploratory research a qualitative approach often taken 
to define issues, the design usually consisting of interviews. 


external validity generalization of research results to a 
large population. 

externalize problems a method of treatment in narra- 
tive therapy devised by Michael White and David Epston 
in which the problem becomes a separate entity outside of 
the family. Such a process helps families reduce their 
arguments about who owns the problem, form teams, and 
enter into dialogue about solving the problem. 


extinction the process by which previous reinforcers of 
an action are withdrawn so that behavior returns to its ori- 
ginal level. It involves the elimination of behavior. 


family persons who are biologically and/or psychologi- 
cally related, are connected by historical, emotional, or 
economic bonds, and perceive themselves as a part of a 
household. 
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family adaptability the ability of a family to be flex- 
ible and change. 


family clown a member of a substance abuse family 
whose function is to provide the family with humor and 
thus reduce tension. 


family cohesion emotional bonding within a family. 


family dance the verbal and nonverbal ways in which 
a family displays its personality. 


family development and environmental fit a concept 
that states that some environments are conducive to helping 
families develop and resolve crises and others are not. 


family divorce mediation the process of helping 
couples and families settle disputes or dissolve their mar- 
riages in a nonadversarial way. 


family group therapy a treatment approach that 
conceptualizes family members as strangers in a group. 
Members become known to each other in stages similar 
to those found in groups. 


family hero an adult or child who functions to provide 
self-worth for the family of a substance abuser. 


family homeostasis the tendency of the family to 
remain in its same pattern of functioning and resist 
change unless challenged or forced to do otherwise. 


family life cycle the term used to describe the devel- 
opmental trends within the family over time. 


family life education the study of family life, includ- 
ing developmental and situational factors that affect or 
change the life of families. 


family life fact chronology a tool employed in fam- 
ily reconstruction in which the “star” creates a listing of 
l significant events in his or her life and that of the 
extended family having an effect on the members of the 
family. 


D 


family map a visual representation of the structure of 
three generations of the “star’s” family, with adjectives to 
describe each family member's personality. 


family mediation the process of helping couples and 
families settle disputes or dissolve a marriage in a nonad- 
versarial way by having a specially trained family therapist 
act as an impartial, cognitive, neutral third party to facilitate 
negotiation between disputing parties. 


family of origin the family into which a person was 
born or adopted. 


Family Process the first journal in the field of family 
therapy. 


family projection according to Murray Bowen, the 
tendency of couples to produce offspring at the same 
level of differentiation as themselves. 


family reconstruction a therapeutic innovation devel- 
oped by Virginia Satir to help family members discover 
dysfunctional patterns in their lives stemming from their 
families of origin. 


family rules the overt and covert rules families use to 
govern themselves, such as, “You must only speak when 
spoken to.” 


family sculpting arranging family members as a sculp- 
ure representing the way they acted or responded to a 
significant event, in the hope they will gain insight into 
heir behaviors individually and as a unit. 


family structure “the invisible set of functional 
demands that organizes the ways in which family mem- 
bers interact” (Minuchin, 1974, p. 51). 


feedback the reinsertion of results of past performances 
hack into a system. Negative feedback maintains the sys- 
em within limits; positive feedback signals a need to 
modify the system. 


feminist family therapy an attitude and body of 
ideas, but not clinical techniques, concerning gender 
hierarchy and its effect on conducting family therapy. 
Feminists recognize the overriding importance of the 
power structure in any human system. 


filial therapy a hybrid form of child-centered play 
therapy in which parents (or other primary caregivers) 
engage in play therapy with their child in order to address 
the child’s problem in the context of the parent-child 
relationship. 


first-order change the process by which a family that 
is unable to adjust to new circumstances often repeti- 
tiously tries the same solutions or intensifies nonproduc- 
tive behaviors, thus assuring that the basic organization of 
the family does not change. 


focus on exceptions a technique utilized by brief fam- 
ily therapists to help families realize that their symptoms 
are not always present and that they have some power in 
what they are presently doing to make changes. 


focusing on strengths a family therapy technique, 
originated by Nathan Ackerman, to change the focal point 
of a family in therapy from their weaknesses to their assets. 


follow-up an appointed time with the family several 
weeks or months after formal treatment has ended. The 
family is again reinforced by the therapist in regard to 
competencies and ability to maintain or continue 
change. 


forgiveness the willful, cognitive act of letting go of 
resentment, bitterness, and need for vengeance. Forgive- 
ness has been found to be empowering and preventative, 
especially in cases of infidelity. 


formal assessment the use of field-tested instruments. 


Four Horsemen of the Apocalypse the term that John 
Gottman and Nan Silver give to four patterns of communica- 
tion that tend to destroy a marriage when they become 
habits—criticism, contempt, defensiveness, and stonewalling 
(i.e., not responding to a spouse). 


four phases of sexual responsiveness excitement, 
plateau, orgasm, and resolution. 


frame a perception or opinion that organizes one’s 
interactions. 


functional family therapy a type of behavioral family 
therapy that is basically systemic. 


fused a situation in which someone is emotionally over- 
involved with someone else. 


fusion the merging of intellectual and emotional functions 
so that an individual does not have a clear sense of self and 
others. There is discomfort with autonomy in relationships, 
wishes to psychologically merge with another, and diffi- 
culty in tolerating differences of opinion. Fusion is the 
opposite of differentiation. 


games a Milan concept that stresses how children and 
parents stabilize around disturbed behaviors in an attempt 
to benefit from them. 


gay/lesbian family a same-sex couple without or 
with children from a previous marriage or artificial 
insemination. 


gender roles traditionally prescribed roles for males 
and females in a society, such as being brave or being 
sensitive. Individuals who ascribe to these roles often 
limit their behavior or try to behave in ways in which they 
are not comfortable or competent. 


gender-sensitive issues in therapy an emphasis on 
the importance of gender rather than a focus on masculine 
or feminine concerns. 


general systems theory see systems theory. 


genogram a visual representation of a person’s family 
tree depicted in geometric figures, lines, and words; orig- 
inated by Murray Bowen. 


Global Assessment of Relational Functioning 
Scale (GARF) a scale analogous to Axis V of the Diag- 
nostic and Statistical Manual of Mental Disorders Global 
Assessment of Functioning scale, used to assess individ- 
ual functioning. It can be used to indicate an overall judg- 
ment of the functioning of a family on a hypothetical 
continuum ranging from competent, optimal relational 
functioning to a disrupted, dysfunctional relationship. 


going home again a Bowen technique in which the 
family therapist instructs the individual or family mem- 
bers with whom he or she is working to return home in 
order to better get to know the family in which he or she 
grew up. By using this type of information, individuals 
can differentiate themselves more clearly. 


good enough mother a mother who lets an infant feel 
loved and cared for and thereby helps the infant develop 
trust and a true sense of self. 


Great Start a program that utilizes PREPARE/ENRICH 
inventories and is designed for premarital and early marital 
relationships. It is a part of the Couples Communication 
Program. 


Greek chorus the observers/consultants of a family 
treatment session (i.e., the team) as they debate the merits 


of what a therapist is doing to bring about change. They 
send messages about the process to the therapist and 
family. Through this process, the family is helped to 
acknowledge and feel its ambivalence. 


grounding a disciplinary 
adolescents by which the 
stimuli, thus limiting his or her reinforcement from the 
environment. Grounding requires the adolescent to 
attend school, perform regular chores, follow house rules, 
and stay in his or her room unless eating meals, doing 
chores, or attending school. 


echnique used primarily with 
individual is removed from 


group family therapy seeing a number of unrelated 
families at one time in a joint family session. 


guide a family therapist who helps the star or explorer 
during family reconstruction to chart a chronological 
account of family events that includes significant events in 
the paternal and maternal families and the family of origin. 


happenstance an unpredictable event; a chance 
circumstance. 


health an interactive process associated with positive 
relationships and outcomes. 


Hispanic/Latino a person born in any of the Spanish- 
speaking countries of the Americas (Latin America), 
Puerto Rico, or the United States who traces his or her 
ancestry to either Latin America or to Hispanic people 
from U.S. territories that were once Spanish or Mexican. 


historical time the era in which people live. Histor- 
ical times include forces that affect and shape humanity 
at a particular point in time, such as during an economic 
depression or a war. 


home-based therapy a method of treatment that 
requires family therapists to spend time with families 
before attempting to help them. 


homeostasis the tendency to resist change and keep 
things as they are, in a state of equilibrium. 


homework tasks clients are given to do outside of ther- 
apy session. Marital and family therapies noted for giving 
homework assignments are behavioral, cognitive-behavioral, 
psychodynamic, systemic, structural, and postmodern 
approaches. 


horizontal stressors stressful events related to the 
present, some of which are developmental, such as life 
cycle transitions, and others of which are unpredictable, 
such as accidents. 


human validation process model a term now used 
to describe Virginia Satir’s model of working with families. 


humanistic model of therapy a therapy model 
focused on growth and human potential rather than dys- 
function 


humor an initiative and therapeutic procedure family 
therapists may use with families by pointing out the 
absurdity of their rigid positions or relabeling a situation 
to make it seem less serious. 
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hypothesizing a technique central to the Milan 
approach that involves a meeting of the treatment team 
before the arrival of a family in order to formulate and 
discuss aspects of the family’s situation that may be gen- 
erating a symptom. Through hypothesizing, team mem- 
bers prepare themselves for treating the family. 


“I” position a part of differentiation that allows a per- 
son to make I” statements. 


“I” statements statements that express feelings and 
thoughts in a personal and responsible way that encour- 
ages others to express their opinions. 


idealistic distortion viewing one’s marriage and 
spouse to be better than they actually are. 


idealization an early stage of a couple relationship, 
which is characterized by both partners initially idealizing 
each other and relating accordingly. Some evidence indi- 
cates that individuals who report a high level of marital 
satisfaction also maintain a high level of idealistic distor- 
tion about their marriage and spouse: They report them 
to be better than they actually are. 


identified patient (IP) a family member who carries 
the family’s symptoms and is seen as the cause of the 
family’s problems. 


incest sexual relations between people who are closely 
related in a family, such as parent/child or siblings, that is 
illegal or forbidden by custom. 


indicated prevention preventive efforts that focus on 
minimizing the harmful effect of serious problems in the 
early stages of their development, such as having a ther- 
apist work with a couple whose marriage is coming apart 
in order to prevent them from doing harm to one another 
or their children. 


individual time the span of life between one’s birth 
and death. Notable individual achievements are often 
highlighted in this perspective—for example, when some- 
one is recognized as “teacher of the year.” 


individuality a clear sense of self. 


infidelity a myriad of activities outside of a couple rela- 
tionship, including having an affair, engaging in extramar- 
ital relationships, cheating, engaging in sexual intercourse, 
oral sex, kissing, or fondling, making emotional connec- 
tions that are beyond friendships, having Internet rela- 
tionships, using pornography, and others. 


informal assessment observational data related to 
either natural or game-playing situations that may or may 
not be quantified. 


informed consent brochure a brochure that includes 
all the information in a self-disclosure statement about 
therapy, as well as a place for clients to sign off that they 
understand the policies and procedures involved. 


Institute for Family Counseling an early interven- 
tion program at the Philadelphia Child Guidance Center 
for community paraprofessionals that proved to be highly 
effective in providing mental health services to the poor. 


institutional barrier any hardship that minority popu- 
lations must endure to receive mental health services, 
such as the inconvenient location of a clinic, the use of a 
language not spoken by one’s family, and the lack of cul- 
turally diverse practitioners. 


integration a coping strategy used by intercultural cou- 
ples to meld their cultures together and celebrate both. 


integrative behavioral couple therapy (IBCT) an 
approach that emphasizes the promotion of acceptance 
into the traditional focus of behavioral couple therapy. 


intensity the structural method of changing maladaptive 
transactions by having the therapist use strong affect, 
repeated intervention, or prolonged pressure with a family. 


intercultural couples couples made up of individuals 
who elect to marry outside of their culture. 


intergenerational ambivalence the mixed senti- 
ments and contradictory emotions of adult intergenera- 
tional relationships, specifically the coexistence of 
feelings of harmony and conflict. 


intergenerational coalitions members from different 
generations, such as a mother and daughter, colluding as 
a team. 


interlocking pathology a term created by Nathan 
Ackerman to explain how families and certain of their 
members stay dysfunctional. In an interlocking pathol- 
ogy, an unconscious process takes place between family 
members that keeps them together. 


internal family systems model a model of working 
with families created by Richard Schwartz that considers 
both individual intrapsychic dynamics and family systems. 


International Association of Marriage and Family 
Counselors (IAMFC) a division within the American 
Counseling Association that promotes excellence in the 
practice of couples and family counseling by creating and 
disseminating publications and media products, providing a 
forum for exploration of family-related issues, involving a 
diverse group of dedicated professionals, and emphasizing 
collaborative efforts with other marriage and family coun- 
seling and therapy groups. 


International Family Therapy Association 
(IFTA) an association formed in 1987, the IFTA spon- 
sors international conferences and reflects the growing 
interest in family therapy around the world (http://www. 
ifta-familytherapy.org). 

interpersonal matters or relationships between two or 


more persons. 


interpersonal couple conflict aspects within a mar- 
riage such as distrust or discord that get in the way of 
couple functioning. 


interpersonal processes how people organize their 
interactions into patterns and cycles. 


interpersonal stress stress generated between two or 
more family members. 


interrater reliability the degree to which raters agree 
on what they observe. 


intervention a surprise meeting in which concerned 
significant others meet with a substance abuser and 
confront him or her with the problems that his or her 
behaviors cause, in an attempt to get the substance 
abuser into treatment. 


intimate justice theory a theory of ethics used in the 
treatment of abuse and violence in intimate relationships. 
The theory confronts disempowerment abuses of power 
in a partnership while challenging internalized beliefs on 
how one should treat one’s partner. 


intimate partner violence physical, psychological, or 
sexual harm caused by a current or former partner/spouse. 


intrapersonal thoughts, feelings, and processes within 
a person. 


intrapersonal stress stress developed from within an 
individual. 


intrapsychic conflict emotions such as guilt, trauma, 
or shame that keep a person from functioning well. 


intrapsychic processes how people process their 
emotional experiences. 


invariant prescription requires parents to unite so 
that children cannot manipulate them as “winners” or 
“losers” and thereby side with them. 


invariant/variant prescription a specific kind of rit- 
ual given to parents with children who are psychotic or 
anorexic in an attempt to break up the family’s “dirty 
game” (i.e., power struggle between generations sus- 
tained by symptomatic behaviors). 


invisible loyalties unconscious commitments that 
grown children make to help their families of origin, 
especially their parents. 


involvement a stage in experiential family therapy in 
which therapists concentrate on helping families try new 
ways of relating through the use of playfulness, humor, 
and confrontation. 


job card grounding a behavior modification tech- 
nique used with preadolescents and adolescents (ages 
11-18 years) that is more age appropriate than the con- 
tinuous use of time-out. In this procedure, parents make 
a list of small jobs that take 15 to 20 minutes to complete 
and are not a part of the adolescent’s regular chores. 
When a problem behavior begins and the adolescent 
does not heed a warning behavior, he or she is given one 
of the jobs to complete and is grounded until the job is 
finished successfully. See grounding. 


joining the process of “coupling” that occurs between 
the therapist and the family, leading to the development of 
the therapeutic system. A therapist meets, greets, and forms 
a bond with family members during the first session in a 
rapid but relaxed and authentic way and makes the family 
comfortable through social exchange with each member. 


joint custody an arrangement by which divorced par- 
ents assume equal custody of their children. 


joint family scribble an experiential family therapy 
technique in which family members individually make a 
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brief scribble. Then, the whole family incorporates their 
scribbles collectively into a unified picture. 


lack of resolution attitude of couples who do not 
seem to know what to do with difference or have conflict 
around difference. 


Latino a person of Hispanic, especially Latin American, 
descent. 


letters a procedure in narrative family therapy in which 
an epistle that is mailed to a client by a therapist serves as 
a medium for continuation of the dialogue between the 
therapist and family members and as a reminder of what 
has occurred in therapy sessions. In some cases, letters 
are case notes. 


leveling “congruent communication” in which straight, 
genuine, and real expressions of one’s feelings and 
wishes are made in an appropriate context. 


life cycle the events in life (individual or family) from 
birth to death. 


life cycle transitions predictable movement from 
one stage of life to another, such as going from being 
married to being married with children. 


life history a psychodynamic technique designed to 
affirm family members and assure them that they are val- 
ued and accepted regardless of their backgrounds. Tak- 
ing a family life history promotes trust in the therapist 
and also provides family members with insight. 


linear causality the concept of cause-and-effect—that 
is, forces being seen as moving in one direction, with 
each action causing another. Linear causality can be seen, 
for example, in the firing of a gun. 


logico scientific reasoning a way of thinking charac- 
terized by empiricism and logic. 


long brief therapy another name for systemic family 
therapy. Long brief therapy refers to the length of time 
between sessions (usually a month) and the duration of 
treatment (up to a year). 


lost child a child in a substance abuse family who suf- 
fers from rejection and loneliness. 


major stressors for a family therapist these 
include but are not limited to increased depression from 
listening to a client family’s problem, less time for one’s 
family because of work demands, unrealistic expecta- 
tions of one’s family, and psychological distancing from 
one’s family because of professional status. 


making contact the first stage in Virginia Satir’s human 
validation process model, in which attention is focused 
on each member of the family in an attempt to raise the 
level of the person’s self-esteem and self-worth. 


mapping in brief therapy, the sketching out of a 
course of successful intervention; in structural family 
therapy, a mental process of envisioning how the family 
is organized. 


marital distress situations in which marriage partners 
experience communication and problem-solving 
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difficulties to the point that they find it hard to work 
together and have difficulty accepting each other’s differ- 
ences. 


marital quality how a marriage relationship is func- 
tioning and how partners feel about and are influenced 
by such functioning. 


marital schism overt marital conflict that is patho- 
logical. 

marital skew a dysfunctional marriage in which one 
partner dominates the other. 


marital stability the permanency of a marital relation- 
ship over time. 


marriage and relationship education the use of 
didactic lectures, visual aids, books, handouts, and inter- 
active discussions to help couples learn about the pitfalls 
and possibilities of marriage. 

marriage counseling see marriage therapy. 


Marriage Encounter Program founded in 1962, the 
essence of this approach is to have a “team couple” lead a 
group of husbands and wives during a weekend in exer- 
cises that give them the opportunity to share their emotions 
and thoughts. In essence, couples are taught how to make 
effective communication a part of their everyday lives. 


marriage enrichment the concept that couples stay 
healthy or get healthier by actively participating in certain 
activities, usually in connection with other couples. 


marriage therapy when a therapist works with a cou- 
ple that is legally married to help them improve their 


relationship. 


mature minors persons 16 years of age or older but 
younger than the age of 18 years who have demon- 
strated the ability and capacity to manage their own 
affairs and to live wholly or partially independent of 
their parents or guardians. 


mediation see family mediation. 


Mental Research Institute (MRI) created in Palo 
Alto in 1958, one of the oldest institutes in the United 
States for the training of marital and family therapists. 


metachange a changing of rules, sometimes referred to 
as a change of change. 


metacommunication the implied message within a 
message, typically conveyed nonverbally. 


metaethical principles high-level standards that 
guide clinicians as they make their ethical decisions. The 
five principles are autonomy, nonmaleficence, benefi- 
cence, fidelity, and justice. 


Milan approach a family therapy originating in Italy 
that stresses the interconnectedness of family members 
while also emphasizing the importance of second-order 
change in families. 

mimesis a way of joining in which the therapist 
becomes like the family in the manner or content of their 
communications—for example, when a therapist jokes 
with a jovial family. 


minors persons younger than the age of 18 years, who 
ordinarily cannot enter into binding legal contracts. 


miracle question a brief therapy technique in which a 
therapist poses a question such as, “If a miracle happened 
tonight and you woke up tomorrow and the problem was 
solved, how would you know?” 


modeling observational learning. 


mourning stage the first stage in a family’s adjustment 
following the death of a member, in which surviving fam- 
ily members release both positive and negative feelings 
about the deceased. 


multicultural a term used to refer to the cultural 
groups within a region or nation. 


multifamily therapy treating several families at the 
same time. 


multigenerational families households that include 
a child, a parent, and a grandparent. 


multigenerational transmission process the pass- 
ing on from generation to generation in families of coping 
strategies and patterns of coping with stress. In poorly 
differentiated persons, problems may result, including 
schizophrenia. 


multiple relationship see dual relationship. 


multisystemic therapy a research-backed theory 
and treatment, originated by Scott Henggeler, that views 
individuals, especially “difficult-to-reach children,” as 
nested within a complex of interconnected systems that 
encompass individual, family, and extrafamilial (peer, 
school, neighborhood) factors. Behavior is seen as the 
product of the reciprocal interplay between the individ- 
ual and these systems and of the relations of the systems 
to each other. Developmental factors are included in 
assessment, and cognitive-behavioral interventions are 
used. 


mutual reciprocity a major focus behind the idea of 
social exchange—for example, pleasantness begets 
pleasantness. 


mystification the actions taken by some families to 
mask what is going on between family members, usually 
in the form of giving conflicting and contradictory expla- 
nations of events. 


narrative a lived experience (often conveyed through a 
story). 


narrative family therapy a postmodern approach that 
originated in Australia and New Zealand and focuses on 
helping families solve difficulties by depersonalizing them 
and rewriting family stories. It externalizes problems so fam- 
ilies can work together on them and celebrates their suc- 
cesses as they reauthor their lives. 


narrative reasoning a form of reasoning characterized 
by stories, substories, meaningfulness, and liveliness. Nar- 
rative reasoning is the basis on which narrative family 
therapy is built and is the opposite of empirical and 
logico-scientific reasoning. 


National Council on Family Relations (NCFR) the 
oldest professional association dedicated to working 
with families. It was established in 1938, and many of its 
members helped to create and support the American 
Association for Marriage and Family Therapy. Through- 
out its history, the NCFR has concentrated on education. 
Its membership is interdisciplinary and includes family 
life educators, sociologists, family researchers, and family 
therapists (http://www.ncfr.org/). 


National Institute of Relationship Enhance- 
ment the program in therapy established by Bernard 
and Louise Guerney. 


National Mental Health Act of 1946 legislation that 
authorized funds for research, demonstration, training, 
and assistance to states in order to find the most effective 
methods of prevention, diagnosis, and treatment of men- 
tal health disorders. 


National Research Act Public Law 94-348, the federal 
government’s response to unethical research practices on 
human subjects that had been conducted prior to the 
mid-1970s. The National Research Act set up regulations 
governing human research, including the establishment 
of institutional review boards (IRBs). 


natural family group approach John Bell’s theory of 
working with families in groups. 


natural systems theory another name for Bowen theory 


negative feedback loop a feedback loop that pro- 
motes a return to equilibrium and helps a family stabilize 
and maintain homeostasis. See also positive feedback loop. 


neglectful a style of parenting characterized by a lack 
of responsiveness or emotional involvement to a child’s 
needs. These parents are sometimes known as unin- 
volved. Neglectful parents make few to no demands of 
their children and are often indifferent, dismissive, or 
even completely neglectful. 


new epistemology the idea that the general systems 
approach of Bateson, sometimes referred to as cybernet- 
ics, must be incorporated in its truest sense into family 
therapy, with an emphasis on “second-order cybernet- 
ics” (i.e., the cybernetics of cybernetics). Basically, such 
a view stresses the effect of the family therapist’s inclu- 
sion and participation in family systems. 


noncustodial parent a parent who does not have pri- 
mary physical custody of a child but who has the same 
rights as a custodial parent unless there is a court order 
expressively stating otherwise. 


nonevent the nonmaterialization of an expected occur- 
rence (e.g., the failure of a couple to have children). 


nonprobability samples a sample that is nonrepre- 
sentative of a population; that is, one in which not every- 
one has had an equal chance of being selected. 


nonverbal messages messages that are given behavio- 
rally, including eye glances, hands folded across one’s 
body, facial expressions, and even the distancing of people 
through the arrangement or rearrangement of chairs. 


nonviolent resistance a sociopolitical model of work- 
ing with parents that helps them deal effectively with 
their helplessness, isolation, and escalatory interactions 
with their children. In this approach parents are redi- 
rected away from a child’s reactions and toward their 
own performance. The emphasis is on commitment and 
acceptance rather than control. 


nuclear family a core unit of husband, wife, and their 
children. 


nuclear family emotional process the emotional 
forces in families that operate over the years in recurrent 
patterns. 


object a significant other (e.g., a mother) with whom 
children form an interactional, emotional bond. 


object relations relations between persons involved in 
ardent emotional attachments. 

object relations theory a psychoanalytic way of explain- 
ing relationships across generations. According to this the- 
ory, human beings have a fundamental motivation to seek 
objects (i.e., people) in relationships, starting at birth. 


off-schedule events major life events, such as mar- 
riage, death, and the birth of children, occurring at differ- 
ent times than is the norm. 


offset effect the phenomenon in which people reduce 
their use of health care following some type of therapy, 
such as individual, marital, family, or another behavioral 
health intervention. The idea is that following therapy, 
people are better able to cope with life events more 
effectively, thus reducing their need or tendency to 
express emotional concerns physically. 


old epistemology dated ideas that no longer fit a cur- 
rent situation. 


old old the group of individuals aged 75 to 84 years. 
oldest old the group of individuals aged 85 and older. 


one-person family therapy (OPFT) strategic family 
therapy offered to any person who comes to therapy in order 
to help that person make changes in the family system. 


ontology a view or perception of the world. 


open assessment a type of assessment used in domes- 
tic violence cases in which blame is not a primary 
emphasis and the therapist emphasizes that the expres- 
sion of violence in the family hurts the entire family 
rather than just one person. 


open system a system with permeable or semipermea- 
ble boundaries. 


operant conditioning a tenet of B. F. Skinner's behavio- 
ral theory that people learn through rewards and punish- 
ments how to respond to their environments. 


operant interpersonal approach the term first used 
to describe Richard Stuart’s initiatives in behavioral cou- 
ple therapy. 


ordeal a technique in which a therapist assigns a family 
or family member(s) the task of performing a specific 
activity (i.e., an ordeal) any time the family or individuals 
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involved display a symptom they are trying to eliminate. 
The ordeal is a constructive or neutral behavior (e.g., 
doing exercise) but disagreeable to the person directed to 
engage in it. 


organism a form of life composed of mutually depend- 
ent parts and processes standing in mutual interaction. 


paradox a form of treatment in which therapists give 
families permission to do what they were going to do 
anyway, thereby lowering family resistance to therapy 
and increasing the likelihood of change. 


paradoxical intentions the outcomes that paradoxical 
treatment is intended to achieve. When a paradoxical 
intention is handled poorly, it can be destructive. 


parallel relationships relationships in which both 
complementary and symmetrical exchanges occur as 
appropriate. 


parental subsystem the subsystem made up of those 
responsible for the care, protection, and socialization of 
children. 


parent-child interaction therapy (PCIT) a parent- 
skills training in which children’s behavioral problems 
are addressed in a two-stage intervention model: a rela- 
tionship enhancement phase and a discipline phase. 


parent therapies approaches in which parents are 
viewed as clients in their own right and attempt to 
improve their reactions, self-esteem, perceived support, 
and well-being. 


parentified children children who are given privi- 
leges and responsibilities that exceed what would be con- 
sidered developmentally consistent with their age. Such 
children are often forced to give up childhood and act 
like a parent, even though they lack the knowledge and 
skills to do so. 


Parents Without Partners a national organization 
that helps single parents and their children deal with the 
realities of single-parent family life in educational and 
experiential ways. 


parent-skills training a behavioral model in which 
the therapist serves as a social learning educator whose 
prime responsibility is to change parents’ responses to a 
child or children. 


participatory evaluation research a type of research 
in which clients are trained as individuals or focus groups to 
be involved as co-researchers in data analysis interpreta- 
tion and write-up. 


patterns of communication the ways in which fam- 
ily members relate to one another—for example, through 
double messages, withholding of information, or over- 
generalization. 


permissive A style of parenting sometimes known as 
indulgent parenting. Parents who exhibit this style make 
relatively few demands on their children. They have low 
expectations for self-control and maturity and rarely disci- 
pline their children. 


pit bulls batterers whose heart rate increases as they 
become more verbally aggressive with their partners; the 
opposite of a “cobra” 


placater according to Virginia Satir, a person who 
avoids conflict at the cost of his or her integrity. 


planful competence the condition in which adoles- 
cents have a reasonably realistic understanding of their 
intellectual abilities, social skills, and personal emotional 
responses in relationship with others. 


play therapy a general term for a variety of thera- 
peutic interventions that use play media such as toys as 
the basis for communicating and working with children. 


PLISSIT a clinically relevant model for sexuality coun- 
seling, with P = permission to talk about sexuality and 
sexual issues, LI = limited information (about the preva- 
lence and etiology of problems), SS = specific sugges- 
tions, and IT = intensive therapy. 


pluralism a condition in which numerous distinct eth- 
nic, religious, or cultural groups coexist in one nation. 


positioning acceptance and exaggeration by the thera- 
pist of what family members are saying. If conducted 
properly, it helps the family see the absurdity in what 
they are doing. 


positive blame a solution-focused therapy concept in 
which the therapist recognizes the competence of a cli- 
ents through such questions as, “How did you make that 
happen?” 


positive connotation a type of reframing in which 
each family member’s behavior is labeled as benevolent 
and motivated by good intentions. 


positive feedback loop a feedback loop that pro- 
motes change. See also negative feedback loop. 


positive reciprocity a mutual or cooperative 
exchange of rewarding and valued behaviors between 
partners. 


positive reinforcement an operant conditioning tech- 
nique of adding a reinforcing stimulus following a behav- 
ior to increase the likelihood of that behavior occurring 
again. 

positive reinforcer a material (e.g., food, money, or 
medals) or a social action (e.g., a smile or praise) for 
which individuals are willing to work. 


positive risk a unilateral action that is not dependent 
on another for success. 


possibility therapy another name for Bill O’Hanlon’s 
solution-focused family therapy. 


postgender relationship a symmetrical relationship 
in which each partner is versatile and tries to become 
competent in doing necessary or needed tasks—for 
example, either a man or a woman can work outside the 
home or take care of children. 


postmodernism a way of thinking that argues that 
what we call reality is not an exact replica of what is out 


there but is socially and culturally constructed through 
language. It is a general loss of faith in ultimate truth. 


power the ability to get something done. In families, 
power is related to both authority (the decision maker) 
and responsibility (the one who carries out the decision). 


Practical Application of Intimate Relationship 
Skills (PAIRS) a marriage enrichment program devel- 
oped by Lori Gordon that teaches attitudes, emotional 
understandings, and behaviors that nurture and sustain 
healthy relationships. 


pragmatic fictions pronouncements that help families 
and family members change, such as when a therapist 
tells children that they are acting younger than their 
years. 


Premack principle a behavioral intervention in which 
family members must first do less pleasant tasks before 
they are allowed to engage in pleasurable activities. 


premarital assessment questionnaire (PAQ) an 
instrument, such as PREPARE and RELATE, that allows 
individuals or couples to assess their readiness or suitabil- 
ity for marriage. 

premarital counseling working with a couple to 
enhance their relationship before they get married. 


PREP (Prevention and Relationship Enhancement 
Program) a 12-hour structured enrichment program in 
which couples, either married or unmarried, are taught to 
become effective communicators and problem solvers 
while they enhance their commitment to each other. 


PREPARE an inventory developed by David Olson for 
engaged couples that identifies strengths and growth 
opportunities. 


prescribing a strategic family therapy technique in 
which family members are instructed to enact a trouble- 
some dysfunctional behavior in front of the therapist and 
to work it out past the point where they usually get 
stuck. 


prescribing the symptom a type of paradox in which 
family members are asked to continue doing as they have 
done. This technique makes families either admit they 
have control over a symptom or give it up. 


presuppositional question a question used in solution- 
focused therapy, such as, “What good thing happened since 
our last session?” that supposes a certain type of response. 


pretend technique a technique originated by Cloé 
Madanes in which the therapist asks family members to 
pretend to enact a troublesome behavior, such as having 
a fight. Through this procedure, individuals transform an 
involuntary action into one that is under their control. 


primary rewards reinforcers for which people will 
naturally work, such as food. 


private logic an Adlerian term for one’s worldview. 


probability samples samples drawn from a known 
population in such a way that it is possible to calculate 
the likelihood of each case being included in the sample. 
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problem solving a behavioral couple therapy proced- 
ure in which therapists help partners learn skills, such as 
specifying what they want, negotiating for it, and making 
a contract. 


process how information is handled in a family or in 
therapy. 


programmed workbooks for parents instrumental 
behavioral books that parents may employ to help their 
children, and ultimately their families, modify behaviors. 


props materials such as ropes and blindfolds used to 
represent behaviors or to illustrate the effect of actions. 


pseudo individuation/pseudo self a pretend self. 
This concept refers to the attempt by young people who 
lack an identity and basic coping skills to act as if they 
had both. 


pseudomutuality the facade of family harmony that 
many dysfunctional families display. 

pseudo self a pretend self in which a person appears to 
be differentiated from his or her family of origin but is not. 


psychoanalysis the method of treatment developed by 
Sigmund Freud in which methods such as free associ- 
ation, dream interpretation, transference, and analysis of 
resistance are used to uncover repressed memories and 
the unconscious and restore an individual to mental 
health or adjustment. 


psychoeducation a strategy that involves educational 
methods, such as reading books, attending workshops, lis- 
tening to audiovisual material, and engaging in interactive 
discussions. 


psychoeducational model an approach to working 
with families that have a schizophrenic member, in 
which attention is given to teaching family members 
about multiple aspects of mental illness in a day-long 
Survival Skills Workshop focusing on boundaries, hier- 
archy, and maintenance of the integrity of subsystems. 


punctuation the way a person describes a situation, 
that is, beginning and ending a sentence, due to a select- 
ive perception or emotional involvement in an event. 


qualitative research research characterized by an 
emphasis on open-ended questions and the use of 
extended interviews with small numbers of individuals/ 
families. Results are written up in an autobiographical 
form. This research is often used in theory building. 


quantitative research research characterized by an 
emphasis on closed-ended questions and the use of 
large sample sizes to gather information. Data are gath- 
ered in a precise form—frequently using standardized 
instruments—and reported in a statistical format. Ana- 
lyzed and deductive conclusions are made that tend to 
prove or disprove theories and assertions. 


quasi kin a formerly married person's ex-spouse, the ex- 
spouse’s new husband or wife, and his or her blood kin. 


quid pro quo literally, something for something. 


racism discrimination or prejudice based on race. 
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random assignment sampling a procedure in which 
everyone has an equal chance of being selected. 


rational emotive behavior therapy (REBT) a 
cognitive-behavioral theory originated by Albert Ellis that 
is sometimes used in couple therapy. 


rational emotive therapy (RET) the former name for 
REBT; see rational emotive behavior therapy (REBT). 


readjustment stage the second stage in forming a 
single-parent family created by death, in which surviving 
members learn to do new tasks, drop old tasks, and/or 
reassign duties previously done by the ex-spouse to other 
members of the family. 


reauthoring a narrative family therapy approach for 
highlighting different stories in life than those that have 
been dominant. Such a process not only changes a fami- 
ly’s focus, but it also opens up new possibilities. 


reciprocity the likelihood that two people will rein- 
force each other at approximately equitable rates over 
time. Many marital behavior therapists view marriage as 
based on this principle. 


redefining a strategic family therapy technique of attrib- 
uting positive connotations to symptomatic or trouble- 
some actions. The idea is that symptoms have meaning for 
those who display them, whether such meaning is logical 
or not. Redefining is one way of lowering resistance. 


redirection a procedure by which the therapist asks the 
couple or family to attend to the process of their relation- 
ship instead of its content. 


redundancy principle the fact that a family interacts 
within a limited range of repetitive behavioral sequences. 


reflecting team approach a democratic and collabo- 
rative model of working with couples and families in 
which clinical observers of a therapeutic session come 
out from behind a one-way-mirror observing room to dis- 
cuss with the therapist and client couple/family their 
impressions; in this way an open environment is created, 
and, through dialogue, the couple/family is made a part 
of the larger treatment team. 


reframing a process in which a perception is changed 
by explaining a situation from a different context. Refram- 
ing is the art of attributing different meaning to behavior. 


reinforcer a consequence of an action that increases its 
likelihood of occurring again. 


relapse prevention a cognitive-behavioral strategy that 
clients learn to gain self-control and prevent relapse. 


reliability the consistency or dependency of a measure. 


remarried family a family that consist of two adults 
and stepchildren, adoptive children, or foster children. 
Sometimes such families are referred to as stepfamilies, 
reconstituted families, recoupled families, merged fami- 
lies, or blended families. 


renewal and accomplishment stage the last stage in 
a single-parent family created by death, in which family 
members, and the family as a whole, concentrate on finding 
and engaging in new growth opportunities resulting in new 
collective and individual identities and relationships. 


reorient an Adlerian process that focuses on helping 
families change what they are doing. 


repair a conscious attempt, especially among spouses, 
to turn difficult conversations in a positive directions by 
doing such things as telling a joke, using a soothing tone, 
or changing the subject. 


research design the way a research study is set up. 
Five commonly used categories are (1) exploratory, 
(2) descriptive, (3) developmental, (4) experimental, and 
(5) correlational. 


Resiliency model of family stress, adjustment, 
and adaptation a model of family adjustment that pro- 
poses that a family’s capability to meet demands is dynamic 
and interactional. 


resistance anything a family does to oppose or impair 
progress in family therapy. 


restraining a type of paradox in which therapists tell a 
client family that they are incapable of doing anything 
other than what they are doing. The intent is to get the 
family to show they can behave differently. 


restructuring changing the structure of the family. The 
rationale behind restructuring is to make the family more 
functional by altering the existing hierarchy and interac- 
tion patterns. 


restructuring interactional positions the second 
stage in emotionally focused therapy, which is character- 
ized by withdrawer reengagement and blamer softening. 


rigid boundaries inflexible rules and habits that keep 
family members separated from each other. 


rituals specialized types of directives that are meant 
to dramatize significant and positive family relation- 
ships or aspects of problem situations. 


role playing procedure in which family members are 
asked to act as if they were the persons they ideally 
wanted to be. Members practice a number of behaviors to 
see which work best. Feedback is given, and corrective 
actions are taken. 


roles prescribed and repetitive behaviors involving a set 
of reciprocal activities with other family members or sig- 
nificant others; behaviors family members expect from 
each other and themselves. 


rules implicit or explicit guidelines that determine 
behaviors of family members. 


sample a limited number of families representative of 
an entire group of families. 


SAMHSA (Substance Abuse and Mental Health 
Administration) A component of the U.S. Department 
of Health and Human Services that provides information, 
statistics, and articles on improving the quality and avail- 
ability of help for substance abuse and mental health 
problems (http://oas.samhsa.gov/). 


SANCTUS a theologically and psychologically based 
marriage enrichment program based on stepwise process 
that incorporates building a pattern of love and relation- 
ship with God, one’s self, and others. 


sandwich generation couples who have adolescents 
and their aging parents to take care of and are squeezed 
psychologically and physically. 


scaling a solution-focused technique of asking ques- 
tions using a scale of 1 (low) to 10 (high) to help clients 
assess situations. 


scapegoat a member that the family designates as the 
cause of its difficulties (i.e., the identified patient). 


schema core beliefs of an individual or couple. 


schism the division of the family into two antagonistic 
and competing groups. 


sculpting an experiential family therapy technique in 
which family members are molded during the session 
into positions symbolizing their actual relationships to 
each other as seen by one or more members of the 
family. 

second-order (qualitative) change a qualitatively 
different way of doing something; a basic change in func- 
tion and/or structure. 


second-order cybernetics the cybernetics of cybernet- 
ics, which stresses the effect of the family therapist’s inclu- 
sion and participation in family systems. 


secure attachment bonds active, affectionate, recip- 
rocal relationships marked by emotional closeness, com- 
fort, and security. 


selective prevention preventive efforts that focus on 
making interventions with at-risk groups in order to pre- 
vent problems, such as conducting parenting classes for 
parents whose children are having difficulties in school. 


self-control strategies various ways individuals can 
help themselves cope, such as by employing rational cop- 
ing statements. 


self-report instrument an instrument by which a per- 
son reports what he or she thinks or feels about a matter— 
for example, like or dislike doing a certain activity. 


self-worth Virginia Satir’s term, which corresponds 
closely with self-esteem. Satir compared one’s feelings of 
self-worth to a pot. The fuller the pot, the more a person 
feels alive and has faith in himself or herself. 


senescence a gradual physical decline of individuals 
related to age. This decline begins after overall growth 
stops and varies greatly from individual to individual. 


severe abusive violence also known as battering or 
“patriarchal/intimate terrorism.” 


shame attack a process within role playing by which 
someone does something he or she previously dreaded— 
for example, asking for an allowance. Individuals who 
use this technique find that when they do not get what 
they asked for, they are not worse off for having asked. 


shaping the process of learning in small, gradual steps; 
often referred to as successive approximation. 
shaping competence the procedure in which structural 


family therapists help families and family members become 
more functional by highlighting positive behaviors. 
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sibling position a concept in Bowen family therapy 
according to which people can develop fixed personality 
characteristics based on their functional birth order in the 
family. The more compatible their sibling positions are, 
the better is a couple’s chance for a successful marriage. 


sibling rivalry an Adlerian concept that focuses on the 
degree of competition between siblings. 


sibling subsystem the unit within the family whose 
members are of the same generation, for example, broth- 
ers and sisters. The concept of sibling position is impor- 
tant in both Adlerian and Bowen family therapy. 


significance questions queries in narrative and 
solution-focused therapy that are characterized as 
unique redescription questions. They search for and 
reveal the meanings, significance, and importance of 
the exceptions. 


simple random sample a way of conducting proba- 
bility sampling in which each family within a population 
has an equal chance of being selected. 


singlehood being single. 


single-parent family families that include at least one 
parent who is biologically related to a child (or children) 
or has assumed such a role through adoption. This parent 
is primarily alone in being responsible for taking care of 
self and a child (or children). Such families are created as 
a result of divorce, death, abandonment, unwed preg- 
nancy, and adoption. 


situational stressors stressful events that are unpre- 
dictable, such as interpersonal relationships that are 
emotional. 


skeleton keys in deShazer’s brief therapy approach, 
those interventions that have worked before and that 
have a universal application. 


skew see marital skew. 


social constructionism a philosophy that states 
that experiences are a function of how one thinks 
about them and the language one uses within a spe- 
cific culture. From this perspective all knowledge is 
time and culture bound. It challenges the idea that 
there is objective knowledge and absolute truth. Narra- 
tive and solution-focused therapy are based on social 
constructionism. 


social exchange theory an approach that stresses the 
rewards and costs of relationships in family life according 
to a behavioral economy. 


social learning theory a theory that stresses the 
importance of modeling and learning through observa- 
tion as a primary way of acquiring new behaviors. 


social time time characterized by landmark social 
events such as marriage, parenthood, and retirement. 
Family milestones are a central focus in social time. 


societal regression the deterioration or decline of a 
society struggling against too many toxic forces (e.g., 
overpopulation and economic decline) countering the 
tendency to achieve differentiation. 
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Society for Family Psychology, Division 43, Amer- 
ican Psychological Association (APA) a division of 
the APA established to enable psychologists who work 
with families to keep their identity as psychologists. The 
division’s mission is to expand both the study and the 
practice of family psychology through education, 
research, and clinical practice (http://www.apa.org/ 
divisions/div43/). 


soft emotions emotions such as hurt, insecurity, loneli- 
ness, and fear that reveal personal vulnerability. 


softening an emotion-focused therapy process in which 
a partner is transformed from a blaming or angry individual 
into one who is attached and bonded with the other part- 
ner through the use of soft emotions. 


SOLER an acronym, each letter of which stands for the 
way professional skills may be shown. S stands for facing the 
couple or family squarely, either in a metaphorical or literal 
manner. The O is a reminder to adopt an open posture that 
is nondefensive. L indicates that the therapist should lean 
forward toward the client family to show interest. E repre- 
sents appropriate eye contact. R stands for relaxation. 


solid self a Bowen term for developing a sense of one’s 
identity in which beliefs and convictions are not simply 
adaptive to others. 


solution-focused brief therapy a therapeutic approach 
that grew out of strategic therapy, particularly the Mental 
Research Institute (MRD model. It represents a departure from 
a focus on pathology-driven approaches to therapy by concen- 
trating on skills, strengths, and resources that clients possess 
and finding solutions for dealing with problems. It is a change- 
oriented intervention that uses a strengths-based approach. 


solutions desired behaviors in solution-focused therapy. 


special-needs child/children family a family that 
has a child or children with intellectual, psychological, or 
physical disabilities. Such families face continuous chal- 
lenges of dealing with outside systems and stress with 
regard to relationships associated with work, roles, rules, 
boundaries, and guilt. 


spillover the extent to which participation in one 
domain, for example, work, affects participation in 
another domain, for example, the family. 


splitting viewing object representations as either all 
good or all bad. The result is a projection of good and 
bad qualities onto persons within one’s environment. 
Through splitting, people are able to control their anxiety 
and even the objects (i.e., persons) within their environ- 
ment by making them predictable. 


spousal subsystem the subsystem composed of mar- 
riage partners. 


squeeze technique an approach used in sexual ther- 
apy in which a woman learns to stimulate and stop the 
ejaculation urge in a man through physically stroking and 
firmly grasping his penis. 


stable coalition a fixed and inflexible union (such as 
that of a mother and son) that becomes a dominant part 
of a family’s everyday functioning. 


stages identifiable periods in an individual’s or family’s 
life. 


star or explorer a central character in family recon- 
struction who maps his or her family of origin in visually 
representative ways. 


statutory law the group of laws passed by legislative 
bodies, such as state and national legislatures, and 
signed by an authorized source, such as a governor or 
the President. 


stepfamily a family created when two people marry 
and at least one of them was married previously and had 
a child. This type of family is also known as remarried, 
blended, reconstituted, recoupled, or merged. 


stonewalling not responding to a spouse by withdraw- 
ing, such as looking away, maintaining a stiff neck, and/ 
or saying almost nothing. 


Strategic Family Systems Rating a research tool 
that objectively measures and evaluates family function- 
ing on six dimensions: structure, resonance, developmen- 
tal stage, identified patienthood, flexibility, and conflict 
resolution. 


strategic therapy a term coined by Jay Haley to 
describe the therapeutic work of Milton Erickson in which 
extreme attention is paid to details of client symptoms 
and the focus is to change behavior by manipulating it 
and not instilling insight. 


stratified sample a random sample drawn from differ- 
ent strata or groups of a population. 


stress inoculation a process in which family members 
break down potentially stressful events into manageable 
units that they can think about and handle through problem- 
solving techniques. Units are then linked so that possible 
events can be envisioned and handled appropriately. 


structural ecosystems therapy an ecological exten- 
sion of brief strategic family therapy to address the need 
for extrafamilial as well as within-family intervention 
with Hispanic and African American adolescents 


structural family therapy a major therapeutic 
approach to family therapy founded by Salvador 
Minuchin. 


structural family therapy’s major thesis a thesis 
stating that an individual's symptoms are best understood 
when examined in the context of family interactional pat- 
terns. A change in the family’s organization or structure 
must take place before symptoms can be relieved. 


structure an invisible set of functional demands by 
which family members relate to each other. 


structuring behavior a general term in family therapy 
for describing the activity of a therapist in teaching and 
directing. 

Substance Abuse and Mental Health Administra- 
tion see SAMHSA. 


substance-related disorders these include 10 sepa- 
rate classes of drugs as outlined in the 5th edition of the 
Diagnostic and Statistical Manual of Mental Disorders: 


alcohol; caffeine; cannabis; stimulants; hallucinogens; 
inhalants; tobacco; opioids; sedatives, hypnotics, or anxi- 
olytics; and other (or unknown) substances. 


subsystems smaller units of the system as a whole, 
usually composed of members in a family who because 
of age or function are logically grouped together, such as 
parents. They exist to carry out various family tasks. 


successive approximation see shaping. 


supportive behavior a general term in family therapy 
for describing the giving of warmth and care by a therapist. 


symbolic drawing of family life space a projective 
technique in which the therapist draws a large circle and 
instructs family members to include within the circle eve- 
rything that represents the family and to place outside of 
the circle those people and institutions not part of the 
family. After this series of drawings, the family is asked to 
symbolically arrange themselves, through drawing, within 
a large circle, according to how they relate to one 
another. 


symbolic experiential therapy the name of the 
approach (sometimes also known as experiential sym- 
bolic therapy) given to Carl Whitaker’s theory of working 
with families. 


symmetrical relationship a relationship in which 
each partner tries to gain competence in doing necessary 
or needed tasks. Members within these units are versatile. 
For example, either a man or a woman can work outside 
the home or care for children. 


system an interacting set of units, parts, or persons that 
together make up a whole arrangement or organization. 
Each unit, part, or person in the system is affected by 
whatever happens to others within the arrangement or 
organization. Thus, a system is only as strong as its weak- 
est member. Similarly, a system is greater than the sum of 
its units, parts, or members because of the dynamic inter- 
action of each with the others, as in, for example, an 
engine. 


systematic change agent the role a therapist takes 
when he or she tries to intervene on behalf of families in 
unhealthy and intolerant systems. 


systematic desensitization a process in which a 
person’s dysfunctional anxiety is reduced or eliminated 
by pairing it with incompatible behavior, such as mus- 
cular or mental relaxation. This procedure is gradual, 
with anxiety treated one step at a time. 


systematic random sample a sampling design in 
which the first person to be studied is selected at random, 
and then every mth person is automatically included. 


Systematic Training for Effective Parenting 
(STEP) an Adlerian-based group that can help par- 
ents increase their understanding of family relations 
and improve their communications with their children. 


systemic family therapy an approach, sometimes 
known as the Milan approach, that stresses the intercon- 
nectedness of family members and the importance of 
second-order change in families. 
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systems theory a theory, sometimes known as general 
systems theory, that focuses on the interconnectedness of 
elements within all living organisms, including the family. 
It is based on the work of Ludwig von Bertalanffy. 


teasing technique a sexual therapy approach in which 
a woman learns how to start and stop sexually stimulating 
a man. 


teleological future or goal oriented, a major emphasis 
in Adlerian therapy. 


temporary single-parent family a single-parent 
family formed out of uncontrollable circumstances, such 
as a war or a job change, that involves one parent making 
an immediate move while the family stays behind. 


theory systematically organized knowledge applicable 
in a rather wide area of circumstance to explain the 
behavior of a person, group, or phenomenon. 


therapeutic conversations model a postmodern 
approach devised by Harlene Anderson and Harry 
Goolishian in which the family therapist relates to the 
couple or family in a more egalitarian partnership. 


therapeutic neutrality accepting and nonjudgmental 
behavior by family therapists that keeps them from being 
drawn into family coalitions and disputes and gives them 
time to assess the dynamics within the family. Neutrality 
also encourages family members to generate solutions to 
their concerns. 


therapeutic presence an availability and openness to 
all aspects of a client’s experience, an openness to one’s 
own experience in being with the client, and the capac- 
ity to respond to the client from this experience. 


thought stopping a cognitive-behavioral technique in 
which family members are taught how to stop unproduc- 
tive obsession about an event or person through overt 
mental procedures. 


tickling of defenses Nathan Ackerman’s term for pro- 
voking family members to open up and say what was on 
their mind. 


TIME (Training in Marriage Enrichment) a 
10-week enrichment program for married couples that is 
laid out developmentally and systemically. It includes a 
beginning session that focuses on accepting responsibility 
and final sessions that have a couple resolving an actual 
conflict based on skills they have learned. 


time-in reinforcement in a positive environment. 


time-out a process that involves the removal of persons 
(most often children) from an environment in which they 
have been reinforced for certain actions. Isolation or 
withdrawal from reinforcement for a limited amount of 
time (approximately 5 minutes) results in the cessation of 
the targeted behavior. 


token economy a type of contract for earning points 
and reinforcing appropriate behavior, most often 
employed with children. 


touch physical contact with a client by a family thera- 
pist, which may be manifested by putting one’s arms 
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around another, patting a person on the shoulder, shak- 
ing hands, or even, in an extreme case, wrestling. 


tracking a way of joining in which the therapist follows 
the content of the family (i.e., the facts). 


transference the projection onto a therapist of feelings, 
attitudes, or desires. 


transgenerational family therapy another term for 
Bowen family therapy. 


triadic questioning asking a third family member how 
two other members of the family relate. 


trial marriage a term for cohabitation. 


triangle the basic building block of any emotional sys- 
tem and the smallest stable relationship system in a family. 


triangulation projection of interpersonal dyadic diffi- 
culties onto a third person or object (i.e., a scapegoat). 


typical day an Adlerian technique of having a family 
explore the processes and interactions they go through 
daily in order to understand themselves better. 


unbalancing therapeutically allying with a subsystem. 
In this procedure, the therapist supports an individual or 
subsystem against the rest of the family. 


undifferentiated an emotional dependency on one’s 
family members, even if one is living away from them. 


undifferentiated family ego mass according to 
Murray Bowen, an emotional “stuck togetherness,” or 
fusion, within a family. 


unholy trinity sex, finances, and in-laws—three of the 
main areas that couples disagree over or fight about. 


unique outcomes clients’ storied experiences that do 
not fit their problem-saturated story. 


universal perspective model of multicultural coun- 
seling a model of counseling that assumes that counseling 
approaches already developed can be applied with minor 
changes to different cultural groups. Thus, cultural differ- 
ences are recognized from a family systems perspective. 


universal prevention prevention efforts that focus on pre- 
venting the development of problems in the general popula- 
tion, such as a media campaign promoting family togetherness. 


unresolvable problems aspects of a couple’s relation- 
ship that are unlikely to change. 


V code a Diagnostic and Statistical Manual of Mental 
Disorders designation meaning that the condition 
described is not attributable to a mental disorder. Inter- 
personal relationship problems are listed under V codes. 


validity the extent to which an instrument measures 
what it was intended to. 


variant prescription a ritual given for the same pur- 
pose as an invariant one, except that a variant prescription 
is tailored to a particular family and considers unique 
aspects of that family. 


verbalizing presuppositions an experiential tech- 
nique in which a therapist helps a family take the first 
step toward change by talking of the hope that the family 
has. 


vertical stressors events dealing with family patterns, 
myths, secrets, and legacies. These are stressors that are his- 
torical and that families inherit from previous generations. 


vicious cycle a cycle of interactions that spirals downward. 


virtuous cycle a cycle of interactions that spirals 
upward. 
visitors a solution-focused term to describe clients 


who are not involved in a problem and are not part of a 
solution. 


WASP a White Anglo-Saxon Protestant. 


wheel or circle of influence the circle of individuals 
who have been important to the star or explorer through 
family reconstruction. 


White a term that is sometimes generalized and used to 
describe any person with “white” skin who has European 
ancestry. 


withdrawer reengagement process by which an 
emotionally focused therapist works with a marital part- 
ner to create a new interactive pattern that helps him or 
her become more engaged in interactions and express 
their attachment needs in a soft way that pulls their part- 
ner toward them. 


worked through insights that have been translated 
into new and more productive ways of behaving and 
interacting. 


working with spontaneous interaction the spot- 
lighting by a therapist of attention on some particular 
disruptive or dysfunctional behavior. On such occa- 
sions, therapists can point out the dynamics and 
sequencing of behaviors and focus on the process. Such 
occasions are used to help families recognize patterns of 
interaction and what changes they might make to bring 
about modification. 


worldview the dominant perception or view of a spe- 
cific group. 

Women’s Project in Family Therapy a major under- 
taking of researchers and practitioners (Marriane Walters, 
Betty Carter, Peggy Papp, and Olga Silverstein) who 
sought to emphasize the absence of gender in the forma- 
tion of systems theory. 


“yes set” a willingness for a person or family to engage 
in behaviors directed by a therapist. A “yes set” mentality 
is usually set up by a therapist giving a compliment con- 
sisting of a positive statement with which the person or 
all members of a family can agree. A compliment is 
always planned as a lead-in to giving a person or a family 
a task or an assignment. 


young old the group of individuals aged 65 to 74 years. 
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